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COLLECTIVE REVIEW 


THE DIFFERENTIAL DIAGNOSIS OF PANCREATIC AND 
RENAL DISEASE, WITH PARTICULAR EMPHASIS ON 
DIFFERENTIATING PANCREATIC CYSTS 
FROM RENAL CYSTS 


BENJAMIN S. ABESHOUSE, M.D., F.A.C.S., Baltimore, Maryland 


INTRODUCTION 


CAREFUL perusal of the recent medical, 
surgical, and urological literature and 
textbooks reveals relatively few refer- 
ences to the differential diagnosis of 

renal lesions and extrarenal diseases of the intra- 
abdominal and retroperitoneal type. In 1935 the 
author pointed out that gastrointestinal symp- 
toms are a frequent accompaniment of practically 
all diseases of the upper urinary tract. These 
gastrointestinal manifestations are either transi- 
tory or permanent and include nausea, vomiting, 
epigastric distress, flatulence, abdominal disten- 
tion, constipation, and diarrhea. Not infrequent- 
ly these complaints dominate the clinical picture 
so completely that the primary renal disease is 
erroneously diagnosed as a gastric, duodenal, 
biliary, appendical, or colonic lesion, and the pa- 
tient is subjected to an unnecessary abdominal 
operation. The true nature of the underlying 
renal disease is disclosed at operation or by sub- 
sequent urological study. 

On the other hand, primary extrarenal diseases 
involving intra-abdominal or retroperitoneal 
structures are less frequently accompanied by 
signs or symptoms suggestive of disease in the 
upper urinary tract. The intra-abdominal lesions 
most frequently confused with renal diseases are 
gastric or duodenal ulcer, cholecystitis, choleli- 


thiasis, and acute or chronic appendicitis. Lesions 
of the large and small intestines, liver, spleen, and 
mesentery are seldom mistaken for renal diseases. 
In relatively few cases pancreatic diseases may 
be accompanied by signs or symptoms which are 
either indicative of actual involvement of the up- 
per urinary tract or misinterpreted as of renal 
origin. The scope of this article is a consideration 
of the various pancreatic diseases likely to be ac- 
companied by symptoms suggestive of renal dis- 
ease or producing changes in the urinary tract. 

While pancreatic diseases are rarely considered 
in the differential diagnosis of renal diseases, the 
reverse does not hold true. It is readily apparent 
that the more common pancreatic diseases, viz., 
diabetes mellitus, carcinoma of the pancreas, and 
acute and chronic pancreatitis, are usually ac- 
companied by a sufficient number of characteris- 
tic clinical features to render very unlikely their 
misinterpretation as renal diseases. However, 
there is a small group of pancreatic diseases which 
may mimic, or require careful differentiation from, 
renal diseases, viz., pancreatic cysts and tumors, 
pancreatic calculi, peripancreatic hemorrhage, 
and necrosis or abscess formation secondary to 
acute or chronic pancreatitis or trauma. 

In such cases the difficulty in establishing the 
correct diagnosis may be considerably increased 
under the following circumstances: (1) when the 
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primary lesion is of pancreatic origin and pro- 
duces secondary changes in the upper urinary 
tract, (2) when the primary lesion is of renal 
origin and produces secondary changes in the 
pancreas or peripancreatic tissues, and (3) when 
independent diseases in the pancreas and kidneys 
occur concomittantly. Therefore, it behooves the 
general practitioner, internist, surgeon, urologist, 
and roentgenologist to be thoroughly familiar 
with the clinical, pathological, and roentgenologi- 
cal features of the various pancreatic diseases, 
particularly those producing definite changes in 
the upper urinary tract and those accompanied 
by symptoms suggestive of a lesion in the upper 
urinary tract. 
ANATOMY 

One may readily understand why pancreatic 
and renal diseases may be mistaken for each other 
when one considers the anatomical and topo- 
graphical relations of the pancreas to the kidneys 
and other neighboring organs. 

The pancreas is a yellowish, elongated, irregu- 
lar organ with its long axis resting transversely 
on the posterior abdominal wall in the midepigas- 
trium and left hypochondrium. The pancreas is 
divided into four parts—the head, neck, body, and 
tail. 

The head possesses the greatest diameter and 
is surrounded on three sides by the duodenal ring 
and by the prepyloric portion of the stomach. It 
is intimately adherent to the upper and middle 
portion of the duodenum. The anterior surface is 
covered by the pylorus, duodenum, a portion of 
the liver, and the transverse colon. The inferior 
surface is covered with peritoneum reflected from 
the transverse colon. The posterior surface is 
devoid of peritoneum and is in contact with the 
inferior vena cava, right renal vein, and common 
bile duct. The lateral margin and posterior sur- 
face are in contact with Gerota’s fascia as will be 
shown later. 

The neck is a slightly narrower portion to the 
left, contiguous with the head, and opposite the 
second lumbar vertebra. On its posterior superior 
aspect it has a projection of glandular tissue 
called the uncinate process which extends above 
the lesser curvature of the stomach. This portion 
is not covered by peritoneum but has an impres- 
sion of the stomach as its anterior surface. 

The body extends in a transverse direction over 
the second lumbar vertebra and passes over the 
central or upper portion of the left kidney and 
lower mesial portion of the adrenal gland. The 
anterior surface is separated from the stomach 
only by the lesser peritoneal sac. The posterior 
surface is devoid of peritoneum and is in contact 


with the aorta, left renal artery, superior mesen- 
teric artery, and the pillars of the diaphragm. 
The inferior surface is covered by the transverse 
colon. 

The tail tapers off in a flattened bladelike 
termination and its end is in contact with the in- 
ner surface of the spleen at its hilurn in the region 
of the phrenicolienal ligament. The transverse 
colon and stomach cover its anterior surface. 

The arterial supply is derived from three sour- 
ces: (1) the superior pancreaticoduodenal artery, 
supplying the upper portion of the head, (2) the 
inferior pancreaticoduodenal artery, supplying 
the lower portion of the head, and (3) the pan- 
creatic branch of the splenic artery, supplying 
the body and tail. 

The nerve supply consists of (a) nonmedullated 
sympathetic fibers derived from the large splanch- 
nic plexus about the root of the superior mesen- 
teric artery, (b) similar fibers from the plexus 
about the splenic artery, and (c) fibers from the 
vagus nerve reaching the right half of the pan- 
creas by way of the celiac plexus. This nerve 
supply is essentially the same as that of the kid- 
neys. 

A knowledge of the regional anatomy of 
Gerota’s fascia is essential to an understanding 
of the pathogenesis of peripancreatic hemorrhage 
and suppuration and its possible extension to the 
perinephritic space and kidney on each side. 
Gerota’s fascia is described as a loose fibrous 
sheath investing the kidney and its perinephritic 
fat in the form of a saclike structure with a shape 
that has been likened to an inverted pear. Lat- 
erally, the anterior and posterior layers of this 
fascia unite to form a firm lateral wall which 
appears to fuse with the transversalis fascia. 

Medially these same layers maintain their 
separate identity. The anterior layer is continued 
across the midline in front of the renal vessels, ab- 
dominal aorta, and inferior vena cava. The an- 
terior surface of the pancreas is usually in intimate 
contact with this layer, the peritoneum separating 
the two surfaces. The posterior layer appears to 
fuse with fascia covering the psoas and quadratus 
lumborum muscles. A true space exists between 
these two layers in the midline of the body, as 
substantiated by the fact that following a peri- 
renal air injection the air spreads to the opposite 
side in 10 per cent of the cases (Senger and Bot- 
tone). However, most surgeons and urologists 
erroneously consider the perinephric space on 
each side to be separated and presumably closed 
off by the vertebral bodies which are supposed to 
prevent the extension of an inflammatory or sup- 
purative process from one perinephric space across 
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the midline to the peripancreatic space or oppo- 
site perinephric space. It is rather striking that 
despite the frequent reports of extensive destruc- 
tion of the pancreas with peripancreatic fat 
necrosis, hemorrhage, and effusion, there are 
relatively few cases of extension or involvement of 
the perirenal tissues. This type of extension has 
been reported by Ferguson and Ormond é¢ al. It 
is also conceivable that an inflammatory or sup- 
purative process in or about the pancreas may 
extend into either perinephric space, particularly 
on the left side as in the cases reported by Watts, 
and Trattner and Galvin. 


CLINICAL AND PATHOLOGICAL FEATURES 


A brief discussion of the more common pan- 
creatic diseases and their relationship to the upper 
urinary tract is herewith presented. 

Acule pancreatitis (acute pancreatic necrosis, 
acute hemorrhagic pancreatitis). The cause of 
this condition is not always clearly defined. One 
or more of the following factors may be involved: 
(a) infection, (b) obstruction of the pancreatic 
ducts, (c) reflux of pancreatic secretion into the 
ducts, (d) trauma, and (e) vascular changes. 
The outstanding pathological features of this 
condition are that the pancreas becomes enlarged, 
soft, and friable and presents a dark hemorrhagic 
color, and there will be found varying degrees of 
hemorrhage within the gland, hemorrhage or 
blood-tinged effusion in the peripancreatic tis- 
sues, pancreatic necrosis, fat necrosis involving 
the pancreas, omentum, mesentery, and both 
layers of the peritoneum which is due to the ac- 
tion of pancreatic enzymes, and interstitial edema 
of the gland. 

The clinical history is quite characteristic in 
the majority of cases. The condition usually 
occurs in people between the ages of 30 and 60 
years. Males are affected with a slightly greater 
frequency than females, and obese people show a 
greater tendency toward this disease than lean. 
While a history of cholecystitis may be obtained 
in about one-half of the cases upon careful ques- 
tioning, the reverse is not true. Alcoholism has 
been noted in about two-thirds of the cases. A 
definite history of recurrent attacks of sharp epi- 
gastric pain extending over months or years may 
be obtained. The attacks vary in severity and 
duration and may subside spontaneously until 
some serious complication, sequel, or accident 
develops, i.e., hemorrhage in the peripancreatic 
tissues, necrosis of the pancreas, or pain. One 
should always bear in mind that the clinical fea- 
tures are not always so dramatic as will be 
described, and that the condition not infrequently 


simulates an acute biliary colic with low grade 
icterus. 

The chief complaint is a sharp agonizing pain 
in the epigastrium, usually referred to the back 
or loin. The onset frequently follows a heavy 
meal or excessive intake of alcoholic drinks; shock 
and collapse ensue rapidly. The skin is cold and 
clammy. Nausea and vomiting occur early. 
Little or no relief is obtained with hypodermics of 
morphine and atropine. Constipation or obstipa- 
tion may be present early and diarrhea later. 

The abdomen presents a boardlike rigidity 
above the level of the umbilicus with tenderness 
and hyperesthesia in the same area. There is de- 
creased peristalsis. Jaundice is not common but 
by no means rare. Cyanosis is often present. 

The following laboratory tests are of definite 
value: for (a) leucocytosis, (b) increased levels of 
serum enzymes, i.e., lipase in 98 per cent and 
amylase in 75 per cent of the cases in early stages 
and dropping to normal or lower in late stages, 
(c) increase of urinary amylase, (d) glycosuria and 
hypoglycemia, (e) hypocalcemia, and (f) hyper- 
bilirubinemia. 

Roentgenographic studies do not offer much 
help. The presence in the scout film of one or 
more distended loops of small intestines due to 
associated ileus is of definite diagnostic signifi- 
cance. Other roentgenographic signs attributable 
to the inflammatory changes in and about the 
pancreas have been described but are inconsistent 
and inconclusive. These include (1) an indistinct 
shadow of the enlarged pancreas, (2) distention, 
elevation, or pressure indentation of the stomach 
and duodenum, (3) transverse position of the duo- 
denal bulb, (4) enlargement of the duodenal loop 
with stasis, (5) a defect in the duodenojejunal 
flexure, (6) an ill-defined psoas outline, (7) limi- 
tation of diaphragmatic excursion, and (8) pleural 
exudates. 

While acute hemorrhagic pancreatitis usually 
presents the picture of an abdominal catastrophe, 
it must be accurately differentiated from (a) rup- 
tured peptic or duodenal ulcer, (b) ruptured ap- 
pendix, and (c) mesenteric thrombosis. The 
severity of the symptoms with the accompanying 
signs of shock and collapse is not likely to cause 
any great confusion in differentiating this condi- 
tion from the following renal diseases, viz., renal 
colic, spontaneous or traumatic rupture of the 
kidney, and perinephric abscess. However, Wal- 
ters and others have pointed out that acute 
hemorrhagic pancreatitis must be differentiated 
from severe renal colic. Urological and roent- 
genographic studies are important aids in es- 
tablishing the true diagnosis. 





INTERNATIONAL ABSTRACTS OF SURGERY 


Acute edematous pancreatitis (acute transient 
pancreatitis, edema of the pancreas, subacute 
pancreatitis, acute interstitial pancreatitis). Some 
clinicians and gastroenterologists regard this con- 
dition as a form of the acute inflammation in 
which the causative agent is less active or less 
fulminating than in acute pancreatitis, or it repre- 
sents an early stage of acute pancreatitis in which 
the pathologic changes are of transitory nature. 
Bockus defined the condition as a swelling of the 
pancreatic and peripancreatic tissues without 
hemorrhage or necrosis. The condition apparent- 
ly is associated with biliary tract disease in many 
instances. The clinical signs and symptoms are 
less severe and of shorter duration than those in 
the acute hemorrhagic type. The correct diag- 
nosis is extremely difficult to establish. The 
laboratory tests may reveal a transient disturb- 
ance in the carbohydrate metabolism and little or 
no elevation may be found in the serum and 
urinary enzymes. 

Chronic pancreatitis (chronic interstitial pan- 
creatitis, recurrent or relapsing pancreatitis). 
This condition is rarely diagnosed clinically but 
is a relatively common incidental finding at the 
autopsy of elderly patients and occasionally is 
discovered during an operation for some disease of 
the biliary tract. 

The chief pathological feature is the varying 
degrees of acquired fibrosis of the gland. Opie 
has described two main types, (1) interlobular and 
(2) interstitial or acinar. The interlobular variety 
is the most common variety and is characterized 
by the deposition of varying amounts of connec- 
tive tissue between the lobules of the gland. Asa 
result of these changes, the head of the pancreas 
becomes enlarged and hard and often acquires a 
nodular consistency simulating cartilage. The 
external pancreatic secretion is decreased. Di- 
abetes is seldom present as the islets are spared 
until late in the disease. The interlobular type is 
usually associated with biliary tract disease or 
pyloroduodenal disease. The interstitial or acinar 
type is essentially a replacement of the paren- 
chyma by fibrous tissue and is accompanied by an 
early atrophy of the islets of Langerhans with 
resultant diabetes. Generalized vascular and 
sclerotic changes are present throughout the body 
of the gland. The etiological factors of this con- 
dition have not been clearly established, but it 
appears that arteriosclerosis, cirrhosis of the 
liver, and syphilis may play a role. 

The acquired fibrosis is rarely associated or 
caused by obstruction of the pancreatic duct, 
biliary or pancreatic calculi, carcinoma of the pan- 
creas, or acute infections of the gland. 


Clinical cases are observed most frequently in 
patients between the ages of 30 and 50 years and 
occur equally in both sexes. From a clinical 
standpoint, Bockus described two main types 
distinguished by the presence or absence of jaun- 
dice. 

Patients without jaundice usually present a 
history of cholecystic disease, alcoholism (with 
or without cirrhosis), or chronic duodenal ulcer 
and acquired diabetes relatively early. In the 
jaundiced cases, a history of gradually progres- 
sive, painless, obstructive jaundice is obtained 
and may be the first indication of the disease. 
The condition is easily mistaken for carcinoma of 
the head of the pancreas because of the jaundice, 
enlarged gallbladder, and clay-colored stools. 
Further difficulty in differentiating these two 
lesions may result from the fact that the serum, 
urinary, and duodenal enzyme tests, the fecal 
analysis, and the carbohydrate functional tests 
are elevated in both diseases. Roentgenographic 
studies reveal no characteristic findings in chronic 
pancreatitis except in early stages when the en- 
larged nodular head of the pancreas may produce 
compression changes in the stomach and duo- 
denum which simulate carcinoma. 

In a study of 26 patients with chronic relapsing 
pancreatitis, Comfort et al. found casts in the 
urine, albuminuria, and microscopic hematuria 
which were manifested particularly during acute 
seizures and were considered as evidence of renal 
irritation. 

It is conceivable that cases of chronic pancreati- 
tis with no jaundice but accompanied by vague 
abdominal and gastrointestinal symptoms and 
abnormal urinary findings may be confused with 
diseases of the right kidney, especially if the pan- 
creatitis is of the recurring type. 

Pancreatic lithiasis. This condition is relatively 
rare, as indicated by the fact that in 1943 Fran- 
cesco collected only 250 cases from the literature. 
In 1910 Opie found only 2 cases in 1,500 autopsies 
at the Johns Hopkins Hospital, and in 1942 King 
and Waghelstein found 5 in 2,400 autopsies at the 
Baltimore City Hospital. 

There are two types of pancreatic calcification, 
(1) true, calculi in the pancreatic ducts, and (2) 
false, areas of calcification in the parenchyma. 
From a clinical standpoint, only the true calculi 
are worthy of further consideration in view of 
their etiology, symptomatology, and differential 
diagnostic problems. The false variety is the re- 
sult of the deposition of calcium salts in areas of 
fat necrosis, and their being asymptomatic is of 
interest only as a rare pathologic and roentgeno- 
graphic finding. 
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Fig. 1. Plain film showing multiple irregular calculi 
scattered throughout the entire pancreas (Courtesy of 
Dr. Julian Salik). 


True pancreatic calculi are presumably the re- 
sult of infection and stasis. Many of the patients 
give a history of repeated attacks of acute or 
chronic pancreatitis. Haggard and Kirtley found 
g cases of cholelithiasis among 69 cases of pan- 
creatic calculi. King and Waghelstein maintained 
that chronic alcoholism may play a role in some 
cases. Diabetes has been reported in about one- 
third of the cases. 

True pancreatic calculi may be single, but more 
often they are multiple (in the ratio of 4 to 1). 
They are found lying in the main pancreatic duct 
or its smaller branches (Figs. 1 and 2). They vary 
in size from that of a grain of sand to that of a 
walnut. They are usually gray or white in color 
but occasionally they are brown. The stones are 
usually spherical or oval; less frequently they are 
irregular in shape with a smooth surface. On 
rare occasions multiple stones are facetted. 
Chemical analysis of the calculi reveals the chief 
constituent to be calcium carbonate with smaller 
amounts of calcium or magnesium phosphate, 
calcium oxalate, and cholesterol. It is of interest 
that the normal pancreatic secretion does not 
contain calcium salts, but in inflammatory con- 
ditions of the pancreas, calcium salts are present. 


DIAGNOSIS OF PANCREATIC 








AND RENAL DISEASE 





Fig. 2. Plain film showing multiple small irregular cal- 
culi confined to the head of the pancreas (Courtesy of 
Dr. Julian Salik). 


The characteristic symptom is sharp epigastric 
pain radiating to the left upper quadrant and 
left lumbar area. The pain is usually accompanied 
by nausea and vomiting; steatorrhea and diarrhea 
may be present. Glycosuria is found in about 40 
per cent of the cases and icterus in 25 per cent. 
Loss of appetite and weight are rather pronounc- 
ed. Physical examination is essentially negative 
except for pain, tenderness, and slight muscle 
spasm in the epigastric area. 

Despite the fact that the true stones are lodged 
in the main pancreatic duct or its branches they 
do not often cause severe functional disturbances. 
They seldom lead to complete obstruction, sclero- 
sis, abscess, or cyst formation. They rarely 
ulcerate through the gland into the lesser peri- 
toneal sac, stomach, or duodenum to produce 
hemorrhage into these structures. 

Roentgenography is the most important diag- 
nostic aid. The calculi are best visualized on the 
scout film of the abdomen. They are usually seen 
in an area between the upper margin of the body 
of the first lumbar vertebra and the lower margin 
of the third lumbar vertebra. The calculi are most 
often found on the right side immediately adjacent 
to the vertebral bodies but occasionally they lie 
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directly over the vertebrae and are difficult to 
detect. The presence of barium in the stomach may 
obliterate these shadows but a lateral film reveals 
the retrogastric position of the calculi. Single 
calculi are more likely to be found in the head or 
neck of the gland and multiple calculi may be 
scattered throughout the entire gland. Large 
irregular calcium deposits scattered through the 
gland represent calcification in fat necrosis and 
must be differentiated from old calcified tubercu- 
lous glands. The small regular shadows of true 
calculi must be differentiated from calculi in the 
biliary tract or kidney (particularly in horseshoe 
kidney), calcified miliary tubercles of the pan- 
creas, liver, spleen, and kidneys, calcified lymph 
nodes, calcification in the aorta, and calcified 
aneurysm of the renal and splenic arteries. 

There is a paucity of literature concerning the 
concomitant occurrence of renal and pancreatic 
calculi and the differential diagnosis between the 
two conditions. In 1948 Fister and Lund reported 
one case of bilateral renal and pancreatic calculi 
and could find only 2 other cases in the literature. 
They were unable to establish with certainty a 
similar or related cause for the two conditions but 
suggest the following as possible related factors: 
(1) primary hyperparathyroidism, (2) avitamino- 
sis or hypervitaminosis, (3) primary or secondary 
infection, and (4) obstruction. 

Benign tumors. Solid benign tumors of the pan- 
creas are rare clinical and pathological entities. 
The most common tumor is adenoma of the 
islands of Langerhans (the so-called nesidioblas- 
toma) which occurs about once in 800 autopsies. 
Islet adenoma is a single, small, well circumscribed 
tumor most frequently found in the head or body 
of the gland. Adenomas showing cystic degenera- 
tion are usually regarded as cystic adenomas. 

Many articles have been written on islet 
adenoma. It is generally agreed that the symp- 
tomatology is not always clear or distinctive as 
the condition may exist without any clinical mani- 
festation. The chief symptom is hypoglycemia 
with its train of manifold vasomotor disturbances. 
The condition has an insidious onset with a 
chronic progressive course. There is no character- 
istic age or sex incidence. As a rule the condition 
presents no unusual signs or symptoms requiring 
differentiation from renal diseases. 

Carcinoma of the pancreas. Backus states that 
primary carcinoma of the pancreas causes from 1 
to 2 per cent of all deaths in the general popula- 
tion, is present in o.1 per cent of all hospital ad- 
missions, is observed in from 0.3 to 0.75 per cent 
of all autopsies, and comprises from 1 to 2 per 
cent of all types of carcinoma. 


There are essentially two types of pancreatic 
carcinoma, (a) the large, ovoid, and sharply de- 
marcated, and (b) the infiltrating and invasive. 
The most frequent site is the head which is in- 
volved in about 75 per cent of the cases. The 
histological features are those of an acinar cell 
carcinoma with invasive properties. 

The condition is observed in the sixth decade 
and affects males more frequently than females. 
The exact cause is unknown although the fol- 
lowing conditions appear to serve as predisposing 
factors, viz., chronic pancreatitis, chronic chole- 
cystitis, chronic alcoholism, and developmental 
errors. Pancreatic carcinoma is an insidious dis- 
ease having a rapid progressive course with death 
often occurring in from 6 to 8 months. Not in- 
frequently the disease appears to be ushered in or 
accompanied by one or more of the following 
bizarre clinical manifestations: acute cholecysti- 
tis, peripheral venous thrombosis, psychic dis- 
turbance, backache, diarrhea, the peptic ulcer 
syndrome, or intestinal obstruction. 

The outstanding symptoms are abdominal pain 
and marked loss of weight. The pain is usually 
dull and constant in the epigastric area with radia- 
tion to the back. The pain is not colicky nor 
related to meals and is present in 40 to 50 per cent 
of the cases. Jaundice is noted in about 20 per 
cent. Loss of weight and appetite are conspicuous 
symptoms in practically all of the cases. Gastro- 
intestinal disturbances are also quite prominent, 
i.e., flatulence, eructation, epigastric distress, and 
diarrhea. 

On physical examination a mass can be 
palpated in the deep epigastric area in about 10 
per cent of the cases. Not infrequently evidence 
of pancreatic insufficiency and biliary obstruction 
is present long before a tumor becomes palpable. 
Enlargement of the liver, gallbladder, and spleen 
is noted in some cases. Ascites is occasionally 
present. The chief laboratory findings include 
(1) disturbance of the carbohydrate metabolism, 
i.e., glycosuria, hyperglycemia, impaired glucose 
tolerance, (2) anemia, (3) melena, (4) steatorrhea, 
(5) creatorrhea, (6) hyperlipasemia, (7) hyper- 
amylasemia, (8) increased urinary amylase, and 
(9) hyperbilirubinemia. 

There are no dependable roentgenographic 
signs until the tumor enlarges appreciably and 
produces compression, distortion, or displacement 
of the adjacent organs. The latter changes are 
often more clearly demonstrated in the lateral 
films than in the customary anteroposterior films. 
Carcinoma of the head of the pancreas produces 
alterations in the mucosal pattern of the duode- 
num whereas neoplasms in the body or tail cause 
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defects in the mucosal pattern of the greater curva- 
ture of the stomach. Late in the course of the 
disease the following roentgenographic changes 
may be detected: (1) enlargement or widening of 
the duodenal sweep, (2) downward displacement 
of the duodenum, (3) narrowing or obstruction of 
some portion of the duodenum, (4) irregular de- 
formity of the pylorus or pyloroduodenal area, 
(5) displacement of the stomach anteriorly and to 
the left, (6) a circumscribed filling defect (pad 
effect) in the gastric silhouette, and (7) pressure 
on the transverse colon. 

In an occasional case, important diagnostic 
information may be obtained by gastroscopy and 
peritoneoscopy. Asa rule an accurate diagnosis is 
made in only 25 to 30 per cent of the cases. The 
diagnosis of carcinoma in the tail of the pancreas 
is particularly difficult and perplexing. Occasion- 
ally the carcinomatous mass may be mistaken for 
an enlargement of the kidney, particularly in the 
cases in which jaundice is not a prominent symp- 
tom. The enlarged carcinomatous mass may dis- 
place the right kidney, as illustrated by Braasch 
and Emmett. 

Pancreatic cysts are by no means a common 
lesion despite the voluminous literature on the 
subject in the past 25 years. However, it is rather 
strange that the pancreatic cyst is not only the 
most frequently diagnosed lesion of the pancreas 
but also the lesion most commonly confused with 
other diseases, particularly diseases of the kidney. 
Young found only 5 cases at the Massachusetts 
General Hospital between 1920 and 1930. There 
were only 3 cases, herewith reported, at the Sinai 
Hospital in the past 10 years. In 1930 Judd re- 
ported 88 cases among 723,397 admissions to the 
Mayo Clinic. In 1948 Warren noted only 16 cases 
at the Lahey Clinic between 1936 and 1948. In 
1950 Collins collected 306 proved cases reported 
by 35 authors between 1861 and 1949. 

There are several varieties of pancreatic cysts. 
The following classification is a slight modifica- 
tion of the one proposed by Mahorner and 
Mattson, viz., 


1. Cysts due to defective development 
a. Congenital cystic fibrosis in infants 
b. Polycystic disease associated with similar 
lesions in the kidneys and liver 
c. True congenital cysts 
d. Dermoid and teratomatous cysts 
e. Inclusion cysts and cysts in aberrant pan- 
creatic tissue 
2. Neoplastic cysts 
a. Cystic adenomas 
b. Cystadenocarcinomas 


c. Cystic hemangioepitheliomas, cavernous 
hemangiomas, and epidermoids 
3. Cysts due to parasites, i.e., echinococci and 
cysticerci 
4. Retention cysts 
5. Pseudocysts due to trauma and inflammation 


It is generally agreed that the most frequent 
sites for cysts are the tail, body, and head, 
respectively. A brief discussion of the more im- 
portant pathological and clinical features of the 
various types of cysts is in order. 

1. Congenital cystic disease. There are several 
varieties worthy of brief discussion. 

a. Congenital cystic fibrosis (congenital fibro- 
cystic disease of the pancreas, congenital steator- 
rhea of infants). Anderson recently reviewed 49 
cases from the literature. The majority of the in- 
fants died within 19 months after birth, only a few 
surviving for 2 to 14% years. The condition is 
associated with atresia of the ducts, fibrosis 
throughout the pancreas, cystic dilatation of the 
smaller ducts, and atrophy of the acinar tissue. 
These changes lead to an inadequate production of 
pancreatic secretion which results in digestive 
disturbances of which steatorrhea is the most 
prominent. The cysts are of microscopic size and 
produce no tumor or clinical symptoms per se. 
Anderson observed fatty changes in the liver in 
about one-third of the cases. 

Severe pulmonary diseases, i.e., emphysema, 
chronic bronchitis, recurrent bronchopneumonia, 
and bronchiectasis are often associated with the 
fibrocystic disease. These pulmonary changes 
presumably occur as a result of nutritional de- 
ficiency. 

The diagnosis is based on (1) an onset within the 
first 6 weeks of life, (2) a family history of disease, 
(3) the presence of respiratory signs and symp- 
toms, (4) abnormal stools, i.e., loose and watery 
at onset and becoming foul, semisoft, or hard, (5) 
a low vitamin A tolerance, (6) a decrease of pan- 
creatic enzymes in the duodenal contents and the 
stools, (7) emphysema with an increase of the 
peribronchial outline on the roentgenogram. Treat- 
ment should be directed toward the maintenance 
of nutrition and the control of respiratory infec- 
tion. 

In 1905 Landsteiner first described the as- 
sociation of meconium ileus and pancreatic cystic 
fibrosis, and reported 8 cases. Recently the condi- 
tion has been studied by Farber, Hiatt and Wilson, 
and others. When the disease is present to a 
severe degree in utero, the meconium fails to at- 
tain its usual soft consistency because of the lack 
of pancreatic enzyme activity. The meconium 
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may become rubbery and sticky and cause in- 
testinal obstruction which is often recognized 
during the first 48 hours of life. Early operation 
has resulted in several cures. It is generally agreed 
that pancreatic cystic fibrosis with pancreatic 
insufficiency is the underlying cause of meconium 
ileus. Abnormal urinary changes are occasionally 
observed in this disease but the chief signs and 
symptoms are sufficiently characteristic to exclude 
primary renal diseases in the differential diagnosis. 

b. Cystic disease of the pancreas (dysontogenic 
cysts, polycystic disease of the pancreas). This 
condition is part of a developmental disturbance 
involving other orgars. The outstanding patho- 
logic features are multiple thin-walled cysts 
varying from microscopic size to several centi- 
meters in diameter. The cysts may occur con- 
comitantly in the kidney, liver, and spleen. 
Other developmental anomalies may be present, 
i.e., situs inversus, angiomas, polydactylism, and 
general malformations. A specific type of poly- 
cystic disease with familial tendencies has been 
described by Lindau and consists of a combination 
of polycistic disease of the pancreas, kidney, liver, 
and spleen, and angioma of the brain and retina 
associated with subnormal or defective mentality. 

Gruber collected reports of 23 autopsies of 
polycystic disease of the pancreas in the literature 
from 1885 to 1927. The condition was observed 
not only in infants and children but in 10 patients 
between the ages of 26 and 49 years. It is note- 
worthy that 5 patients had hypernephroid lesions 
of the kidney. 

c. True congenital cysts. These cysts occur 
without any developmental anomalies elsewhere 
in the body. In all probability they develop in 
utero as a result of a developmental defect within 
the pancreas. The cysts may be single or multiple 
and usually remain small and asymptomatic. 
They are detected only at autopsy. In an occa- 
sional case the cyst grows rapidly and presents 
symptoms in infancy or childhood, which require 
surgery for relief. The uninvolved portion of the 
pancreas shows no structural abnormalities. The 
cyst lining is cuboidal epithelium. 

d. Dermoid and teratomatous cysts. These cysts 
are extremely rare and have the same pathologi- 
cal features as similar tumors elsewhere. They are 
more likely to show calcification in their walls 
than any other type of pancreatic cyst. 

e. Inclusion cysts. This type is also very rare. 
The similarity in cell structure of these cysts in 
the pancreas to Brunner’s glands may be explain- 
ed on the basis of the inclusion theory. It is con- 
ceivable from an embryologic standpoint that 
portions of duodenal tissue including Brunner’s 


glands can become misplaced and lodged within 
the pancreas. The lining of these cysts is usually 
made up of tall cylindrical cells suggestive of 
Brunner’s glands or with an abnormal differentia- 
tion from pancreatic cells. 

It has been established that small embryological 
portions of pancreatic tissue may migrate in the 
loose retroperitoneal tissues about the pancreas 
and invade other adjacent organs. These mis- 
placed pieces of pancreas proceed to grow as an 
accessory pancreas, as will be shown later, and 
may serve as a nidus for pancreatic cysts in post- 
natal life. 

2. Neoplastic cysts are comparatively rare and 
are the result of cystic degeneration within a be- 
nign adenoma or adenocarcinoma. The cysts are 
of the proliferative type. They are usually multi- 
locular and are located most frequently in the tail 
of the pancreas. They possess a thick fibrous 
capsule. The contents are mucoid, occasionally 
tinged with blood. Papillary projections from the 
cyst lining are often observed. The author’s case 
4 of cystadenoma of the pancreas belongs in this 
group. In 1952 Sawyer et al. collected 47 cases of 
benign cystic adenoma and 29 cases of malignant 
cystic adenocarcinoma from the literature. 

3. Parasitic cysts rarely develop in the pancreas 
but when present they usually involve the head of 
the gland. The echinococcal variety forms a large 
smooth cyst with characteristic daughter cysts 
on the lining membrane. Cysts of the cysticercus 
type (Taenia solium) are rare and usually multiple, 
small, and widely dispersed through the gland. 

4. Retention cysts are presumably due to obstruc- 
tion of the large or small ducts by inspissated 
pancreatic secretion, pancreatic calculi, or the 
products of some inflammatory or infectious 
process within the pancreatic ducts. 

They vary considerably as to size, number, and 
structure. They are usually single and may at- 
tain an extremely large size, i.e., 20 liters, or large 
enough to fill one-half of the abdomen. On rare 
occasions there may be multiple cysts. They are 
more frequently unilocular than multilocular and 
are rarely pedunculated. Their contents vary 
widely but most commonly they consist of a thin, 
clear, viscid fluid containing some pancreatic 
enzymes. The cyst wall is usually thin and the 
lining is composed of a single layer of cylindrical 
or cuboidal epithelium which often presents ridges 
or septa. The cysts originate within the gland 
but as they increase in size they may project out 
from the surface of the gland in any of several 
different directions which depend upon the lo- 
cation of the cysts in the glands. The author’s 
case 2 belongs in this group. 
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5. Pseudocysts comprise approximately 40 to 
50 per cent of all cysts of the pancreas. Their 
chief causes are trauma, degeneration within the 
gland, or acute hemorrhagic infection within or 
around the gland. These cysts may be intra- 
pancreatic or extrapancreatic. The majority are 
of the latter type, i.e., they are usually located 
outside of the parenchyma of the pancreas, but 
they may be in intimate contact with the pan- 
creas or other adjacent organs. They are dis- 
tinguished by the fact that they do not possess a 
true capsule of their own; rather, their walls are 
composed of thick fibrous tissue derived from old 
hemorrhagic tissues, extravasated blood, or from 
the peritoneal structures involved in this process. 
The cyst lining is not characteristic and varies 
considerably from low-flattened, to irregular 
cuboidal, cylindrical, or pseudostratified epitheli- 
um. The author’s cases 1 and 3 belong in this 
group. 

Stone, and Ormond ef a/. have emphasized the 
fact that pancreatic cysts, particularly those fol- 
lowing acute pancreatitis and peripancreatitis of 
long standing, may be intimately attached to the 
kidney and may have a thick gristly capsule which 
may be easily confused with a solid renal tumor. 

The cyst contents are composed of a mixture 
of pancreatic slough, inflammatory exudate, pan- 
creatic secretion, and blood. The so-called hem- 
orrhagic cyst usually represents liquefaction ne- 
crosis following acute hemorrhagic pancreatitis 
with fat necrosis and less frequently is associated 
with degenerative changes within a pancreatic 
neoplasm. The differential diagnosis between a 
retention cyst and a pseudocyst can be made 
only postoperatively by careful histological ex- 
amination of the cyst lining. 

The following consideration of the clinical 
features and diagnosis of pancreatic cysts applies 
specifically to the retention and pseudocysts, and 
with slight exceptions may also be applied to 
parasitic cysts, cysts associated with benign or 
malignant pancreatic tumors, large congenital 
cysts, inclusion cysts, and cysts in an accessory 
pancreas. 

Large pancreatic cysts are usually found in 
individuals between the third and fifth decades. 
The sex distribution is about the same with the 
exception that the pseudocysts resulting from 
trauma are more frequent in males because of 
their greater exposure to industrial and vehicular 
hazards. A careful history is of inestimable value 
as a history of trauma may be obtained in about 
20 to 30 per cent of the cases or may reveal one or 
more excruciating attacks of epigastric pain sug- 
gestive of acute transitory pancreatitis or re- 


peated attacks of biliary colic. The duration of 
symptoms is quite variable as the cyst may be 
present for as many as 20 years without undue 
discomfort and suffering, and the patient may 
seek medical assistance only when his attention 
is attracted by palpation of a large abdominal 
tumor. 

The clinical course is not typical in the early 
stages as the chief complaints are mild dyspepsia 
and recurrent abdominal discomfort or fullness 
not related to meals. The patients soon develop 
anorexia, loss of weight, epigastric fullness, nausea 
and vomiting, and moderate constipation. As the 
cyst continues to enlarge and becomes palpable, 
the clinical course is distinguished by progressive 
development of more serious symptoms. The 
pain is increased in severity and frequency and 
symptoms caused by pressure on the various ad- 
jacent organs appear, viz., jaundice, ascites, ede- 
ma of the extremities, intestinal obstruction, ob- 
structive symptoms in the upper urinary tract, 
and dyspnea. When the cyst compresses and 
destroys the parenchyma of the pancreas, signs 
and symptoms of pancreatic insufficiency ensue; 
these are diarrhea with pale watery stools, indi- 
cations of fat intolerance resulting from pan- 
creatic insufficiency or recurrent biliary disease, 
polyuria, polydypsia, and polyphagia indicative 
of the development of diabetes. Severe cachexia 
and anemia follow the serious gastrointestinal 
and metabolic disturbance. 

It is interesting to note that pain radiating 
from the flank or kidney area down to the testicle 
was reported by Pinkham and Ormond éf al. in 
cases of pseudocysts following acute pancreatitis. 
In the former’s case, the pain was present for 
several days before the mass appeared, and in 
the latter case the pain occurred 3 months after 
a large cyst in the region of the tail of the pan- 
creas had been treated by marsupialization with 
recurrent cyst formation. The pain was suf- 
ficiently severe to cause the patient to double up. 
In both instances, the renoureteral distribution 
of pain was due to pressure of the cyst on the 
kidney or ureter which interfered with urinary 
drainage. Pain radiating to the penis was report- 
ed by Honigmann. 

The diagnosis of pancreatic cyst should be 
strongly suspected in the presence of the follow- 
ing clinical triad: (1) upper abdominal pain, (2) 
palpable mass in the upper abdominal area, and 
(3) pressure symptoms due to involvement of the 
adjacent organs. Pain is a very conspicuous 
symptom, being present in about go per cent of 
the cases. The pain usually begins in the epi- 
gastrium and radiates to the left and around or 
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through to the back. The pain may be dull or 
severe, constant or intermittent; it is not related 
to meals and may be relieved occasionally by the 
assumption of a bending or huddling position. 
As indicated previously, the pressure symptoms 
are variable and may be manifested as disturb- 
ances of the gastrointestinal, biliary, pancreatic, 
urinary, or vascular structures. 

The presence of a palpable mass is the most 
reliable single symptom. The ultimate position 
of the cyst is influenced by the site of origin 
within the pancreas. The cyst is most commonly 
observed in the lesser peritoneal sac between the 
stomach and transverse colon, and next most 
commonly seen between the stomach and liver. 
The size of the cyst may vary considerably; 
several cysts have been reported as occupying 
one-half or more of the peritoneal cavity. The 
cyst is characteristically situated in the midline 
between the ensiform end of the sternum and the 
umbilicus. The cyst is round or dome-shaped 
with a smooth surface. It is of firm consistency 
and, not infrequently, fluctuant. The cyst is 


more or less fixed and moves with respiration 
only when it originates in the tail. The contents 
of the nonparasitic cyst consist of pancreatic 
ferments, mucus, bile, fat, lipase, and some 
cellular debris. 

The laboratory findings are not of much diag- 
nostic significance until late in the course of the 


disease when the cyst has produced serious com- 
pression changes in the greater portion of the 
gland. Steatorrhea may be present. Since the 
islands of Langerhans are rarely involved by the 
cyst, disturbances of the carbohydrate metabo- 
lism are seldom observed. Serum amylase levels 
show no increase unless there is previous or con- 
comitant necrosis of the pancreas. The enzyme 
content of the pancreatic secretion obtained by 
pancreatic drainage may be decreased. Special 
diagnostic tests for parasitic cysts, ie., for skin 
and precipitin, should be performed in every sus- 
pected case. 

Abnormal urinary findings in cases of pancreat- 
ic cysts are not common but by no means rare. 
In 1926 Redwitz collected 7 cases with persistent 
albuminuria, and at least 4 other cases have been 
reported subsequently. Microscopic hematuria 
and pyuria have been observed in a few cases 
(Seelfisch, Herman, Kuster, Frankav, Honig- 
mann and others) as a result of toxic or inflamma- 
tory changes in the kidney independent of or 
resulting from the pancreatic disease. Gross 
hematuria was the outstanding symptom in 
Ransohoff’s case and was caused by pressure of 
the cyst on the renal veins. Hematuria was also 


reported by Stone. Dysuria was reported by 
Brown and was indicative of vesical irritability. 
Redwitz observed a case of anuria due to occlu- 
sion of the ureter by the cyst, and in Brown’s case 
the anuria was due to severe infection of the 
kidneys secondary to peripancreatic suppuration. 

The most important diagnostic aid is roent- 
genography. The roentgenographic changes de- 
pend upon the size and location of the cyst and 
the pressure defects produced in adjacent organs 
by the cysts. As a rule, the pressure defects pro- 
duced in adjacent organs by a cyst are smooth 
whereas those induced by a carcinoma are irregu- 
lar and erosive. A plain or scout film should be 
taken in every case before barium is given as the 
outline of the cyst and compression and displace- 
ment of the adjacent organs may be obscured by 
the barium. Calcification in the walls of the cyst 
on the plain film is strongly suggestive of an 
echinococcus cyst of the pancreas. Fluoroscopic 
examination after the ingestion of barium should 
always be performed in the lateral as well as the 
anteroposterior position in order to establish the 
retrogastric and retrocolic position of the cyst as 
well as to determine the exact nature and extent 
of the compression deformity of the duodenum, 
stomach, and colon produced by the cyst. Limita- 
tion of the diaphragmatic excursion may also be 
detected on fluoroscopy. 

The roentgenographic findings are of little diag- 
nostic value when the cyst is small but may be 
extremely valuable when the cyst is large. Large 
cysts situated deep or high in the subphrenic 
space may produce striking roentgenographic 
changes. A large cyst of the head of the pancreas 
bulging over or fitting into the lesser curvature 
of the stomach produces the following character- 
istic changes: (1) widening of the duodenal curve, 
(2) diminution in the caliber of the duodenum, 
and (3) the body of the stomach, pylorus, and 
colon are pushed downward and compressed. 
Cysts of the body occupying the lesser peritoneal 
sac displace the colon downward. Cysts of the 
body or tail of the pancreas situated behind the 
stomach and transverse colon displace the lower 
half of the stomach upward and the colon down- 
ward. Cysts of the tail produce (1) indentation 
of the posterior gastric wall and greater curva- 
ture, (2) displacement of greater curvature to the 
right, and (3) downward displacement of the duo- 
denojejunal flexure. 

Fluoroscopic examination and roentgen films 
should also be made in different positions in order 
to demonstrate the relation of the cyst to the 
stomach, duodenum, and colon. For contrast 
purposes, distention of the stomach with air often 
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sharply delineates the outline of the cyst. Films 
taken after simultaneous administration of bari- 
um by mouth and by rectum may give additional 
information. Some workers have successfully em- 
ployed artificial pneumoperitoneum to outline the 
cyst. In order to establish the true diagnosis, it 
may be necessary to employ cholecystography, 
intravenous or retrograde pyelography, or trans- 
lumbar or percutaneous aortography. 

The differential diagnosis may be extremely 
difficult in some cases. A pancreatic cyst must be 
differentiated from a cyst of the mesentery, 
omentum, liver, spleen, ovary, kidney or adrenal 
gland, a distended gallbladder, localized peritoni- 
tis, aortic aneurysm, splenomegaly, renal neo- 
plasm, hydronephrosis, a retroperitoneal tumor, 
or lymph node enlargement. 

The prognosis is dependent upon early diagno- 
sis and treatment. The clinical course is steadily 
progressive and unless the compression and de- 
generative changes in the pancreas produced by 
the cyst are relieved by operation, a fatal outcome 
ensues in each case. 

The treatment is essentially surgical as good 
results are obtained in approximately 80 to 85 
per cent. The conservative operative procedure 
of aspiration is mentioned only to be condemned 
as dangerous and futile by virtue of the possibility 
of leakage, infection, or perforation of other or- 
gans. 

The ideal surgical treatment is complete extir- 
pation of the cyst with or without resection of a 
portion of the gland, which is not always possible 
and carries a mortality of 10 to 20 per cent. The 
most common operative procedure is evacuation 
of the cyst contents with marsupialization, which 
may be supplemented by the use of a sclerosing 
agent. This conservative operation has a lower 
mortality, about 5 per cent. In recent years, 
internal anastomosis of the cyst to the stomach, 
gallbladder, or small intestines has been employ- 
ed with considerable success. 

Case, Walters, Brunschwig, Kretschmer, Archi- 
bald, and other authors have emphasized the diffi- 
culty of differentiating a pancreatic cyst from an 
enlarged kidney with a cyst, tumor, or hydrone- 
phrosis. An important diagnostic point is that 
pancreatic cysts, unlike renal tumors, are rarely 
palpable in the flanks. Pyelograms taken in 
anteroposterior and lateral positions, particularly 
of the stereoscopic type, are of great value in dif- 
ferentiating between the two conditions. Another 
valuable diagnostic aid is aortography following 
translumbar injection or percutaneous catheteri- 
zation of the femoral artery, which clearly visu- 
alizes the arterial supply of the involved organs 


and will demonstrate avascularization 
cystic mass. 

In 1949, Stone collected 9 cases of pancreatic 
cyst simulating diseases of the upper urinary tract 
and added 1 personal case. The author has col- 
lected 15 additional cases and added 3 personal 
cases (cases 1, 2 and 3) bringing the total to 28 
cases (Table I). Undoubtedly many more cases 
have been encountered but either have not been 
reported or have been described in connection 
with some other pancreatic or renal disease. The 
correct diagnosis was made or suspected in 11 
cases, including the author’s 3 cases (case 1, 2, 
and 3). Gastrointestinal studies were done in 10 
cases and were of considerable value in establish- 
ing the correct diagnosis in 8 of them. Urological 
studies were made in 15 cases and abnormalities 
were observed in all but 3 cases, i.e., downward 
displacement of the kidney in 6 cases, displace- 
ment of the ureter in 4 cases, compression changes 
in the calyces in 4 cases, and dilatation of the pel- 
vis (hydronephrosis) in 2 cases. A mass was pal- 
pable in every case; in the majority of cases it 
was accompanied by pain of varying severity and 
in several cases by gastrointestinal symptoms of 
the pressure variety. A history of trauma was 
obtained in g cases, chronic or recurrent pancre- 
atitis in 4 cases, and chronic alcoholism in 2 cases. 
The cyst was present in the tail of the pancreas in 
13 cases, in the body in 2 cases, in the head in 5 
cases, outside of the pancreas (peripancreatic) in 
2 cases, in an aberrant pancreas in 1 case, and the 
exact location was not stated in 5 cases. Exact 
pathological descriptions were not always avail- 
able but 3 cases were regarded as cystic adenomas, 
and 4 as pseudocysts; 1 cyst was regarded as a 
sebaceous cyst, 1 as a dermoid cyst, and 1 oc- 
curred in an aberrant pancreas; at least 6 of the 
remainder probably belong in the category of 
pseudocysts and the balance were true retention 
cysts. 

Case 1—Hospital unit No. 04568, A.S., female, 
white, widow, age 69 years. The patient was ad- 
mitted to Sinai Hospital on February 26, 1949 by 
M. Lowman, complaining of pressure in her abdo- 
men of 10 days’ duration. A cholecystectomy and 
appendectomy had been performed 22 years pre- 
viously. About 12 years ago she developed “pres- 
sure in her abdomen” which she discovered by 
pressing her abdomen against the furniture. Ex- 
amination by another physician was negative. 
The condition was overlooked until 4 years ago 
when the pressure sensation recurred and a mass 
was found in the left upper quadrant by Lowman 
but the patient refused to submit to operation or 
treatment. 
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Case Pyelographic Preoperative . Au- Pathological 
No. Year Author Age] Sex | Symptomatology |. indings Diagnosis Operation Result topsy Findings 
1 | 1865 | LeDentu 72 | M | Mass—It. upper Extra renal neo-| Aspiration and | Died | Yes | Cyst of tail dis- 
abdomen plasm It. injection of placing It. kid- 
caustic ney 
2 | 1893 | Reeves 55 | M | Mass—It. upper Pancreatic cyst Yes | Rt. kidney atro- 
abdomen; col- phied; rt. ureter 
icky pain occluded by 
adhesions. Pan- 
creatic cyst 
(secondary to rt. 
renal disease) 
Dreyzehner Mass—rt. upper 1. Cyst of kidney] Drainage of cyst | Cured Cyst of head of 
quadrant pain 2. Cyst of pan- pancreas dis- 
—ileocecal area creas placing rt. 
kidney 
4 | 1896 | Railton 6| F | Mass—lIt. abdo- Congenital hy- 1. Aspiration Died | Yes | Cyst of tail 
men dronephrosis 2. Drainage 
5 | toor | Seelfish 12 | M | Injury to upper 1. Hemothorax, | Drainage of cyst | Cured Cyst of pancreas 
abdomen; pain t. , adjacent to It. 
—epigastrium 2. Contusion It. kidney 
and It. flank; kid. 
albuminuria; 3. Injury to panc. 
hematuria 4. Cyst of pan- 
creas 
6 | 1905 | Honigmann 19 | M | Injury—lt. abdo- Retroperitoneal | Marsupialization | Cured Traumatic pseu- 
men and perirenal docyst of pan- 
Mass—lIt. upper hemorrhage creas with 
quadrant 2 spontaneous 
months later rupture into It. 
kidney pelvis 
7 | 1906 | Malcolm 50 | F | Mass—lt. upper Neoplasm—lIt. Excision of cyst | Cured Multilocular cyst 
quadrant kid. of tail (cystade- 
Loss of weight noma) 
8 | torr | Johnson ? ? | Mass—lIt. flank Lt, hydronephro-} Drainage (?) Cured Pancreatic cyst 
sis 
9 | 1912 | Francisco 23 | F | Injury—upper Lt. hydronephro- | 1. Marsupializa- Cured 2 pancreatic cysts 
abdomen sis tion | 
Mass—upper 2. Drainage 
abdomen 
to | 1913 | Brade 6 | M | Mass—epigas- Lt, hydronephro-| Marsupialization | Cured Pancreatic cyst 
trium sis 
1r | 1916 | Ransohoff 61 | M | Mass—lIt. upper | Cyst—blood Neoplasm (sar- | Drained Cured Cyst of tail com- 
quadrant | from It. kid- coma) It. kidney pressing It. 
Pain, hematuria ney renal vein— 
hematuria 
12 | 1921 | DaCosta ? ? | Mass—rt. loin Rt. hydronephro-] Drainage (?) — Pancreatic cyst 
sis 
13 | 1923 | Dennis 40 | M | Mass—rt. upper | Normal rt. pel-| 1. Tumor—rt. Marsupialization | Cured Dermoid cyst of 
quadrant | vis and rt. kidney pancreas with 
Pain—tt. loin ureter 2. Echinococcus calcification of 
cyst of liver cyst wall 
3. Retroperito- 
neal tumor 
14 | 1930 | Herbst and 35 | F | Mass—lt. upper | Lt. pelvis Solitary cyst left | Type of opera- | Cured Cyst of tail of 
Polkey quadrant normal — kidney tion? pancreas 
Lt. ureter dis- 
placed 
1s | 1933 | Lower and 19 | M | Mass—It. upper | Lt. hydroneph-} Pancreatic cyst | Type of opera- Cured Cyst of tail of 
Nichol quadrant rosis ‘ tion? pancreas (12 
Albuminuria and | Lt. ureter dis- cm. dia.) 
pyuria_ placed 
Abd. injury 5 Rt. kidney 
years previously} normal 
16 | 1939 | Kummer 31 | F | Mass—lt. loin Lt. upper caly-| Lt. renal tumor | Marsupialization | Cured Cyst of tail of 
ces obliter- pancreas 
ated 
17 | 1940 | Case ? ? | Mass—tt. loin Cyst—no urine] Cyst of kidney | Marsupialization | Cured Cyst of head of 
rom rt. kid- Pancreas 
ney; rt. ureter 
compressed 
and distorted 
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13 
TABLE I.—PANCREATIC CYSTS SIMUALTING RENAL DISEASE—Continued 
Casel y Pyelographic | Preoperative . ] Au- Pathological 
No. Year Author esis indings Diagnosis Operation Result topsy Findings 
18 | 1941 | Martin Mass—It. loin; Pre-operative Aspiration and Cured Cyst of head 
pain intermit- 1. Intussuscep- | drainage Cystic adenoma 
tent over abdo- tion 
men 2. Retrocecal 
abscess 
At operation 
1. Hydroneph- 
rosis 
2. Lt. kidney 
tumor 
19 | 1941 | Walters and Mass—lIt. upper | Lt. kidney dis-| Extra renal neo- Cured Cyst (sebaceous) 
Thiersen quadrant place plasm, It. of tail of pan- 
Elongation of creas—16 cm. 
It. upper dia.—contained 
calyx 1,600 c.c. milky 
flui 
20 | 1942 | Ormond, Wads Mass—rt. upper | Rt. hydroneph-| Retroperitoneal | Marsupialization | Cured Cyst of head of 
worth and quadrant pain rosis dis- tumor Pancreas—con- 
Morley placed down tained 2 liters 
and to It. of 
midline 
21 | 1942 | Ormond, Wads- Chr. alcoholism; | No displace- 1. Perinephric 2 cysts drained | Cured One cyst in head 
worth and pain It. upper ment of It. abscess and one in tail 
Morley quadrant, It. kidney 2. Pancreatic cyst of pancreas sec- 
shoulder and after GI series ondary to acute 
chest, abdomen. pancreatitis 
Pains, tender- 
ness and spas- 
ticity. Later 
palpable mass 
22 | 1942 | Ormond, Wads- Mass—lt. loin; | Pyelograms 1. Lt. kidney dis-| Marsupialization | Cured Cyst of tail 
worth and pain—abdomen] neg. ease ; (2 operations) 
Morley 2. Pancreatic cyst 
23 | 1948 | Buckstein Mass—upper ab- | Lt. kidney dis-| 1. Kidney disease} Type of opera- | Cured Cyst of body 
domen : placed down- | 2. Pancreatic cyst} tion? (cystadenoma) 
pain—epigastric] ward 
24 | 1949 | Stone { | Mass—lIt. upper | Lt. kidney dis- | 1. Adrenal cyst | Cyst resected Died | Yes | Cyst in hetero- 
quadrant placed down- | 2. Pancreaticcyst| Lt. nephrectomy topic pancreas 
Pain—epigastric | ward. Lt. up- adherent to It. 
nausea, vomit- per calyces kidney 
ing hematuria compressed, 
distorted 
25 | 1951 | Morton Mass—epigastri- | Lt. kidney dis-] 1. Pancreatic cyst] Marsupialization | Cured Peripancreatic 
um tender, pain-} placed down-| 2. Retroperi- pseudocyst. Oc- 
ful ward toneal tumor curred 2 yrs. 
after op. for 
chronic pancre- 
atitis with fat 
necrosis 
26 | 1952 | Abeshouse Mass—lt. upper | Calcifiedshad- | Pre-operative Marsupialization | Cured Pseudocyst of 
Case 1 quadrant pres- ow over kid- 1. Calcified body of pan- 
sure pain ney; It. kid- cyst, creas with areas 
ney displaced It. kidney of calcification 
downward 2. Mesenteric in cyst wall 
cyst 
3. Calcified 
aneurysms 
Postoperative 
Pancreatic cyst 
27 | 1952 | Abeshouse Mass—lIt. upper | Lt. ureter dis- | Pre-operative Marsupialization | Cured Cyst of tail of 
Case 2 quadrant placed anteri-| 1. Lt. kidney Pancreas about 
orly and tumor size of grape- 
laterally 2. Cancer of fruit 
splenic flexure 
Post-operative 
Pancreatic cyst 
28 | 1952 | Abeshouse Large mass in It. | Compression of] Pre-operative Removal of cyst,} Cured Traumatic pseu- 
Case 3 abdomen upper major 1. Pancreatic It. nephrectomy, docyst of pan- 
Pain in upper ab-| calyx of left cyst partial pancre- creas invading 
domen. Trauma|_ kidney 2. Lt. renal cyst] atectomy left kidney 
to abdomen 
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Fig. 3. (Case 1). Lateral roentgenogram after ingestion of 
barium showing anterior displacement of stomach and 
downward displacement and pressure defect in duodenum 
caused by a cyst in the tail of the pancreas. 


About 10 days ago the pressure symptoms re- 
turned and she failed to obtain relief by taking 
laxatives and enemas. There was no history of 
nausea, vomiting, jaundice, food intolerance, loss 
of weight or appetite, polydyspsia, polyphagia, 
polyuria, or clay-colored or fatty stools. She did 
have frequent headaches, dizzy spells, and an 
occasional episode of rapid fluttering of the heart. 
There were no urinary complaints. 

The chief positive findings were a blood pres- 
sure of 140/50, pulse 50, an enlarged liver, and a 
mass in the left upper quadrant. The mass was 
palpable immediately below the left lower ribs 
and measured 10 cm. in diameter; it was round, 
circumscribed, tender, slightly movable, and bal- 
lotable. A bruit was palpable over the mass. 

Laboratory findings revealed the white and red 
blood cell counts and hemoglobin to be within 
normal limits as were the blood urea, sugar, and 
serum protein. The blood Wassermann and floc- 
culation tests were negative. The direct Van den 
Bergh and the bilirubin tests showed no abnor- 
malities. The urine was negative except for an 
occasional pus cell. The phthalein test was 40 per 
cent for the first hour and 30 per cent for the sec- 
ond hour. Stools were negative except for a 1 plus 
benzidine test. 


Complete roentgen studies were made. A plain 
plate revealed a concentric calcified shadow 
(about 10 cm. in diameter) in the left upper 
quadrant lying adjacent to the spine. Intra- 
venous urography revealed a bilateral nephrop- 
tosis and the calcified mass appeared to overlay 
the upper major calyces of the left kidney. A ba- 
rium enema disclosed no abnormality of the large 
bowel and terminal ileum. The calcified mass 
appeared to be outside of the gastrointestinal 
tract. The gastrointestinal studies revealed a 
compression defect of the lesser curvature of the 
stomach on fluoroscopy and lateral roentgeno- 
grams (Fig. 3). 

The following diagnoses were suggested, viz., 
(1) calcified cyst of the kidney, (2) mesenteric 
cyst, and (3) calcified aneurysm of the abdominal 
aorta or large arterial branch. 

At this point urologic consultation was request- 
ed and retrograde pyelography was advised and 
performed by the author on March 3, 1949. 
Cystoscopy revealed no abnormalities in the blad- 
der. Stereoscopic bilateral pyeloureterograms 
were made in the flat and upright position. Both 
kidneys were of normal size and revealed no com- 
pression changes in the pelvis or calyces. Both 
pelves were slightly dilated and the ureters were 
well filled. In the upright position, the lower 
poles of both kidneys fell below the iliac crests. 
The displacement of the left kidney was attribut- 
ed to the mass behind the left kidney (Fig. 4). 
Stereoscopic examination disclosed the calcified 
mass to be posterior to the upper pole of the left 
kidney and displacing the kidney slightly for- 
ward. A diagnosis of calcified cyst of the pancreas 
was made and operation was advised. 

On March 7, 1949, operation was performed by 
Mark Gann through a midline abdominal incision. 
A cystic mass was found between the stomach 
and transverse colon arising from the body of the 
pancreas. The cyst was the size of a grapefruit, 
round, smooth-walled, and containing a yellowish 
fluid. The kidneys, liver, spleen, and remainder 
of the pancreas were normal. Marsupialization of 
the cyst was carried out. The patient made an 
uneventful recovery and was discharged from 
the hospital on March 19, 1949. The cyst gradu- 
ally stopped draining and was closed at the end of 
10 months. The patient was last examined and 
found to be enjoying good health 2 years later. 

A portion of the cyst wall was removed for 
pathological study. The inner surface was slightly 
trabeculated and grayish white in color. Histo- 
logical study showed the cyst wall to be composed 
of collagenous connective tissue with areas of mild 
chronic inflammation and focal calcification. The 
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lining membrane was composed of flattened cu- 
boidal epithelium. The final diagnosis was pseudo- 
pancreatic cyst with calcification of the cyst walls. 

Case 2—Hospital unit No. 83030, I.G., white, 
female, married, housewife, age 56 years. This 
patient was admitted to the surgical service of 
Sinai Hospital by William Raffel, April 22, 1951 
with the chief complaint of a mass in the left up- 
per quadrant of several weeks’ duration. The past 
history was negative for biliary or pancreatic dis- 
ease and abdominal trauma. A goiter operation 
had been performed 12 years previously at another 
hospital. She had been treated for hypertension 
for the past 5 years. 

One month prior to admission to the hospital 
the patient consulted a gynecologist because of a 
mass in her abdomen discovered after carrying 
some packages. She also complained of slight 
dull intermittent pain in the left upper quadrant, 
constipation, and stringy stools. There were no 
other symptoms referable to the gastrointestinal, 
genitourinary, or cardiorespiratory tracts. On 
palpation a mass about the size of a grapefruit 
was found in the left upper quadrant which was 
firm, smooth, fixed, and round but not tender. 
Her blood pressure was 200/go. A tentative diag- 
nosis of (1) kidney tumor and (2) carcinoma of the 
splenic flexure of the colon was made. 

Intravenous urography was unsatisfactory but 
retrograde pyelography disclosed that the left 
ureter was displaced anteriorly and laterally and 
that the mass was outside of the urinary tract. 
Fluoroscopic and roentgenographic studies of the 
gastrointestinal tract were made by Copeland 
who found the mass to be posterior to the stomach 
and transverse colon and causing displacement of 
these organs anteriorly. A roentgenographic diag- 
nosis of pancreatic cyst was made, and the patient 
was admitted to the hospital for operation. Rou- 
tine laboratory studies of the urine, blood, and 
stools were negative. 

On April 24, 1951, operation was performed 
by Raffel through a left paramedian incision. 
A large cyst about the size of a grapefruit was 
found behind the stomach and attached to the 
tail of the pancreas. The liver, spleen, kidneys, 
stomach, and large and small bowel were normal. 
The cyst was bluish gray in color and contained 
brownish turbid fluid; it was multilocular as indi- 
cated by the smaller cyst attached to the superior 
aspect of the larger cyst. Marsupialization of the 
cyst was performed and a No. 32 Malecot catheter 
was sutured into the cyst. The patient made an 
uneventful recovery and was discharged from the 
hospital May 5, 1951. The cyst drained for about 
2 months and gradually closed. She was last seen 
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Fig. 4. (Case 1). Bilateral stereoscopic pyelograms show- 
ing downward displacement of left kidney with kinking of 
the ureter at ureteropelvic junction caused by pancreatic 
cyst. Stereoscopic study showed the cyst to be posterior to 
the left kidney. 


on September 11, 1951 and appeared to be in good 
health with the wound entirely healed. 

The cystic mass was approximately 12 cm. in 
diameter and consisted of one large cyst (10 cm. 
in dia.) with a smaller cyst (4 cm. in dia.) super- 
imposed upon the superior aspect of the other. 
The cyst walls were composed of thin fibrous tis- 
sue and the lining membrane contained low cu- 
boidal epithelium and septal divisions. The path- 
ological diagnosis was retention cyst of the 
pancreas. 

Case 3—U-89782, C.S., white, male, married, 
house painter, age 60 years. The patient was ad- 
mitted to the Sinai Hospital (surgical service of 
M. Gann) on February 7, 1952. The chief com- 
plaint was pain in the upper abdomen of 3 weeks’ 
duration. The patient stated that about 3 weeks 
previously he had been treated for pleurisy and 
pneumonia during which time he developed pain 
in the left upper quadrant with radiation to the 
midepigastrium and right upper quadrant. The 
pain was intermittent and sharp, lasting from 1 
to 2 hours. There was no nausea, vomiting, 
hematemesis, diarrhea, constipation, melena, or 
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Fig. 5. (Case 3). Plain film showing outline of large 
mass in left upper quadrant as indicated by arrows. The 
outline of left kidney and left psoas muscle is not visualized. 


clay-colored or tarry stools. There were no genito- 
urinary or cardiorespiratory symptoms. He had 
lost 30 pounds in the past 3 months. The patient 
was addicted to heavy drinking, often as many as 
40 bottles of beer daily. Later it was ascertained 
that about 4 weeks previously he had sustained 
a severe blow to the upper abdomen which was 
followed by a minor degree of abdominal discom- 
fort for a few days. His family and past histories 
were essentially negative. 

Physical examination was negative except for 
the abdominal findings. There was a bulging 
mass in the left upper quadrant which was tender 
and painful on palpation and the abdominal wall 
over the mass was spastic and rigid. The blood 
pressure was 130/74. The red and white blood 
counts were within normal limits. The blood 
sugar, urea, carbon dioxide, sodium chloride, 
total protein, and cholesterol were normal. The 
blood amylase was 61 units, and the indirect Van 
den Bergh test was 1.1. The urine showed 1 plus 
albumin, an occasional hyaline cast, and rare red 
and white blood cells. The roentgenographic 
studies on February 8, 1952 showed (1) negative 
findings in the chest except for elevation of the 





Fig. 6. (Case 3). Lateral film taken after administration 
of barium by mouth showing displacement of stomach 
downward and anteriorly. 


left diaphragm with blunting of the left costo- 
phrenic angle due to a thickened pleura; (2) 
the outline of a large mass in the left upper 
quadrant of the abdomen (kidney, ureter and 
bladder [K.U.B.] film) extending from the dia- 
phragm to the crest of the ilium; there was no 
evidence of intestinal obstruction and no evidence 
of calcification in the mass; the outlines of the 
left psoas muscle and the left kidney were ob- 
literated (Fig. 5); (3) a normal right kidney pelvis, 
calyces, and ureter (excretory urography); the 
amount of dye excreted in the left kidney after 15 
minutes was too faint for interpretation; (4) the 
body of the stomach displaced anteriorly and to 
the right (films with barium in stomach) (Fig. 6). 
The roentgenographic diagnosis was that the mass 
probably represented an enlarged left kidney or a 
retroperitoneal mass although a pancreatic cyst 
could not be excluded. 

On February 10, 1952 the patient was trans- 
ferred to the urologic service and on the next day 
cystoscopy and retrograde pyelography were per- 
formed. A small (pin-head) papilloma was noted 
above the left ureteral orifice. The plain K.U.B. 
film showed the left kidney to be faintly outlined 
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Fig. 7. (Case 3). Bilateral ureteropyelograms showing 
normal right kidney and ureter. Left kidney shows com- 
pression of terminal calyces of upper major calyx. 


and of normal size, through the mass previously 
described. The left pelvis, calyces, and ureter 
appeared normal except that the superior major 
calyx was compressed downward and was slightly 
irregular in outline (Fig. 7). Lateral pyelograms 
showed the left kidney to be displaced downward 
and posteriorly. 

On February 13, 1952, perirenal air insufflation 
was done by the lateral sacral route; the air par- 
tially outlined the upper border of the mass but 
not sufficiently to permit differentiation between 
a renal or pancreatic cyst. Retrograde aortogra- 
phy through the femoral artery was unsatisfac- 
tory. A translumbar puncture of the cystic mass 
was done and 150 cubic centimeters of thick 
brownish fluid were removed. The cystic mass 
was injected with 100 cubic centimeters of 20 per 
cent skiodan and showed the dye to be localized 
to the summit of the mass under the left dia- 
phragm. A diagnosis of cyst of the upper pole 
of the left kidney was made. The roentgenologist 
submitted the following diagnoses: (1) large pan- 
creatic cyst, (2) tumor of the left kidney, and (3) 
tumor of the left adrenal gland. A lumbar explor- 
atory operation was advised. 





Fig. 8. (Case 3). Film taken in lateral position after peri- 
renal air injection showing air surrounding the upper sur- 
face of the pancreatic cyst as indicated by the arrows. 


On February 15, 1952, under pentothal-ether 
anesthesia, the cystic mass was exposed by the 
author through a large (24 cm.) curved lumbar in- 
cision (Young-Israel) after removal of the twelfth 
rib. A large ovoid cystic mass (20 by 12 cm.) 
occupied the entire lumbar retroperitoneal space. 
The mass appeared to arise in the region of the 
body of the pancreas and enveloped the tail of the 
pancreas, the left kidney, and the left adrenal 
gland. The cyst wall was about 1 cm. thick and 
was intimately bound by dense adhesions to the 
posterior peritoneum, the psoas muscle, the under 
surface of the left diaphragm and the aorta. The 
cyst contained about 600 cubic centimeters of 
dark greenish black fluid. Upon opening the cyst, 
the author found that a portion of the cyst was 
invading the upper pole of the left kidney and 
could not be dissected free from the kidney. The 
cyst was removed en masse with the left kidney 
by clamping the renal pedicle with 3 pedicle 
clamps and the tail of the pancreas was applied 
across this area. The renal pedicle was triply 
ligated with No. 3 catgut sutures, the cut surface 
of the pancreatic parenchyma was sutured with 
4 interrupted black silk mattress sutures, and the 
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Fig. 9. (Case 3). Film taken after injecting roo cubic cen- 
timeters of skiodan (20%) into the cyst. The dye appears 
to be concentrated in the upper pole of the cyst as indi- 
cated by arrows. 


cut end of the pancreatic duct was doubly ligated 


with black silk. In dissecting the cystic mass 
away from the aorta, a small tear (1% cm.) was 
made in the aorta above the level of the renal 
arteries. This was easily repaired with arterial 
silk sutures. During the dissection the cyst was 
inadvertently opened in several places and the dia- 
phragm was opened, but then later was resutured. 
The patient exhibited ‘‘shock” during the opera- 
tion, which was successfully combated with con- 
tinuous blood transfusion (2,500 c.c. of whole 
blood) and intravenous administration of glu- 
cose and norepinephrine solution. 

Following the operation, the condition of the 
patient was satisfactory. Hydropneumothorax 
developed but cleared up in 12 days. An interest- 
ing observation was the temporary hypergly- 
cemia without glycosuria that developed post- 
operatively; the blood sugar rose to 172 milli- 
grams per cent on the fifteenth postoperative day 
and 12 days later returned to normal (103 mgm. 
per cent). The convalescence was otherwise un- 
eventful and the patient was discharged on April 
13, 1952. Re-examination on May 1, 1952 re- 


vealed a well healed scar and excellent general 
health. 

Pathological examination showed the thick 
cyst wall to be fibrotic. The cyst lining was ir- 
regularly distributed, being absent in several areas 
and composed of flattened epithelial cells in 
others. The cyst had invaded the upper pole of 
the left kidney and produced pressure on the 
parenchyma with narrowing and compression of 
the upper major calyx. The remainder of the 
kidney was essentially negative. The resected 
pancreatic tissue showed no unusual findings 
other than mild evidence of chronic inflammation 
and scarring. The adrenal gland showed no 
abnormal findings. 

The final diagnosis was pseudopancreatic cyst 
with invasion of the upper pole of the left kidney. 

Case 4—Hospital unit No. 49393-3, E.R.G., 
female, white, married, housewife, age 24 years, 
para II, and 3 months pregnant. This patient 
was admitted to the surgical service of H. Kern 
at Sinai Hospital on October 22, 1950 with the 
chief complaint of a mass in the left upper quad- 
rant of 2 months’ duration. In July, 1949 she had 
an appendectomy which was complicated by 
tenderness along the incision for several weeks 
after the operation. There was no antecedent 
history of biliary or pancreatic disease or of ab- 
dominal injury. 

About 2 months prior to admission she had 
noticed a mass in the left upper abdomen while 
bathing. She did not complain of nausea, vomit- 
ing, chills, fever, dyspepsia, polyphagia, polydip- 
sia or polyuria, jaundice, clay-colored or fatty 
stools, or loss of weight or appetite. The patient 
was about 3 months pregnant. There were no 
urinary symptoms. 

Examination was negative except for the ab- 
domen. There was a round, firm, nontender mass 
about the size of a grapefruit present in the left 
upper quadrant which moved slightly with respir- 
ation. Laboratory tests revealed a normal blood 
picture and negative urine. Sternal puncture re- 
vealed normal marrow findings. The blood sugar, 
urea, and Van den Bergh tests were within nor- 
mal limits. 

A tentative diagnosis of either a mesenteric cyst 
or splenomegaly was made prior to fluoroscopic 
and roentgenographic examination by J. O. Salik 
who found the lower portion of the stomach dis- 
placed anteriorly and the third portion of the 
duodenum displaced laterally with stasis of the 
barium in the second and third portions of the 
duodenum (Fig. 10). There was downward dis- 
placement of the splenic flexure. Pressure defects 
were noted in the corresponding displaced organs. 
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The jejunum was also displaced downward and 
medially. A diagnosis of pancreatic cyst was 
made and operation was advised. 

On October 24, 1950, operation was performed 
by Patt under endotracheal anesthesia through a 
left paramedian incision. A large cyst the size of 
a grapefruit was found arising from the tail of 
the pancreas and projecting into the lesser peri- 
toneal sac. The cyst extended to the hilum of the 
spleen and the markedly dilated splenic artery 
and vein passed over the cyst. The spleen was en- 
larged to approximately three times its normal 
size. During the dissection of the cyst the splenic 
veins were accidentally torn and it was necessary 
to remove the spleen together with the cyst. The 
terminal portion of the tail of the pancreas con- 
taining the cyst was transected and removed to- 
gether with the cyst. The cut surface of the pan- 
creas was closed with interrupted mattress sutures 
of No. ooo black silk and covered with a piece of 
redundant peritoneum. 

The patient made an uneventful recovery and 
was discharged November 1, 1950. The preg- 
nancy continued on to normal termination and 
a healthy child was delivered. When last seen 
about 10 months after operation the woman was 
enjoying good health. 

Pathological examination revealed the follow- 
ing: (1) cyst adenoma of the pancreas and (2) 
chronic congestion of the spleen. The pancreatic 
cyst was multilocular, measured 14 by 10 by 7 
centimeters, contained 500 cubic centimeters of 
clear yellowish fluid. The cyst lining was smooth 
and glistening. The portion of the pancreas re- 
moved measured 4.5 by 2 by 0.5 centimeters and 
appeared normal. 

Aberrant pancreas (accessory or heterotopic 
pancreas). This condition was first reported in 
1859 by Klob. In 1941 Faust and Mudgett col- 
lected 370 cases from the literature. These aber- 
rant glandular masses vary in size, i.e., they are 
microscopic to several centimeters in diameter. 
They are composed of normal functioning acini 
with patent ducts and about one-third have islet 
tissue. They are found most often in various or- 
gans of the abdominal cavity, i.e., duodenum, 
gallbladder, stomach, jejunum, ileum, and Meck- 
el’s diverticulum, and less frequently in the retro- 
peritoneal tissues. Aberrant pancreatic tissue 
may be found in the submucosa, muscularis, and 
subserosal layers of these organs. It is believed 
that the accessory glands are the result of defec- 
tive embryological development in the process 
of which small fragments from the ventral pan- 
creatic primordium are torn away and become 
misplaced. 


Fig. 10. (Case 4). Lateral roentgenogram showing com- 
pression changes in stomach and duodenum caused by a 
pancreatic cyst. 


The aberrant masses are subject to acute and 
chronic inflammation. Occlusion of the acini or 
ducts may lead to the formation of retention cysts. 
In view of the abnormal location of the glandular 
mass the cysts may be found in unusual sites, i.e., 
they may be retroperitoneal or perirenal. Stone 
observed a thick-walled cyst in aberrant pan- 
creatic tissue intimately adherent to the left 
kidney and cited a similar case reported by 
Austin. 

Cysts in aberrant pancreatic tissue have been 
reported recently by Case, Bruck, Holt, Young, 
and others. They are extremely difficult to diag- 
nose as they produce no characteristic deformities 
of the gastrointestinal tract. Cysts developing in 
a heterotopic pancreas situated behind or below 
the spleen may simulate a renal or perirenal cyst 
or tumor. 

Miscellaneous pancreaticorenal diseases. A xela- 
tively small group of concomitant or concurrent 
pancreatic and renal diseases belong in this cate- 
gory. 

1. Diabetic nephropathy. The important 
pathological feature of this syndrome is a chronic 
glomerulosclerosis in diabetic patients. In 1936 
Kimmelstiel and Wilson described hyalinization 
of the intercapillary tissues of the glomeruli in 7 
diabetic persons with renal dysfunction. 

This syndrome is observed in patients over the 
age of 50 years and is characterized by albuminu- 
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ria, hypertension, and retinopathy. Edema is not 
a constant finding. The patients usually succumb 
to either a cardiovascular accident or uremia. 
Important diagnostic information is obtained by 
employing the newer methods of testing renal 
function, viz., urea clearance, glomerular filtra- 
tion, and tubular secretion tests. 

The condition must be differentiated from 
chronic interstitial nephritis, malignant nephro- 
sclerosis, and other nonspecific renal lesions asso- 
ciated with diabetes mellitus. 

2. Necrosis of the renal papillae and acute 
pyelonephritis associated with diabetes mellitus. 
This condition is also referred to as papillary 
necrosis, papillitis, renis necroticans, and nec- 
rotizing pyelonephritis, and was first described by 
Friedrich in 1877. Excellent contributions to the 
subject have been made by Gunther, Alken, 
Mellgren and Redell, Robbins and Mallory, Ed- 
mondson, Martin, and Evans, Richfield, and 
others. 

As the name infers, the predominant pathologi- 
cal features are bilateral symmetrical necrosis of 
the renal papillae and acute diffuse pyelonephritis. 
These renal lesions are responsible for progressive 
tubular damage with secondary glomerular, inter- 
stitial, and pelvic mucosal changes. The renal 
lesions are responsible for the appearance of 
pyuria, gross or microscopic hematuria, and al- 
buminuria. The accumulation of leucocytes and 
cellular debris are found within the lumen of the 
terminal calyces and frequently serve as an ob- 
struction to the outflow of urine with typical 
symptoms of renal colic. It is generally agreed 
that the chief precipitating or etiological factor is 
infection which may have been primary else- 
where in the body and reached the kidney sec- 
ondarily by means of a bacteriemia or septicemic 
process or may be the result of the extension or 
aggravation of a pre-existing infection in the 
urinary tract. Edmondson et al. considered the 
predisposing factor to be the deposition of a para- 
amyloid substance acting to reduce the capillary 
blood supply which is normally poorest in the 
kidney. In considering the relation of diabetes to 
the renal lesions, they maintained that the de- 
position of a para-amyloid substance in the islets 
of Langerhans occurred previously in a manner 
similar to its deposition in the renal papillae. 
Richfield has stressed the intimate relation of 
chronic interstitial pancreatitis to renal papillary 
necrosis. Some stressed the etiological signifi- 
cance of a prolonged history of gastrointestinal 
and biliary tract disease. 

Clinical experience has revealed that no ab- 
solute diagnostic criteria can be established for all 


cases. In fact the diagnosis is frequently over- 
looked or mistaken during life and is made only 
at autopsy. Several clinical types have been de- 
scribed by Edmondson et al., viz., 

1. Those presenting the picture of severe sepsis 
in which urinary symptoms develop suddenly. 

2. Those developing coma rapidly with severe 
azotemia without an antecedent history of 
pyelonephritis. 

3. Those exhibiting an acute or subacute low 
grade pyelonephritis which suddenly develop a 
severe or fulminating course. 

4. Those with frank symptoms of hematuria 
and renal colic. 

5. Those with severe diabetic acidosis which 
respond to treatment of the diabetes with a 
prompt return to normal blood sugar and carbon 
dioxide but continue to show progressive azo- 
temia. 

6. Those with positive roentgenographic find- 
ings. 

The important pyelographic findings in this 
syndrome have been described by Edmondson 
et al., Gunther, and Alken. The earliest sign is 
a deformity of the tip of the minor calyx as in 
acute pyelonephritis. Subsequently there appears 
an irregular constriction of the infundibulum or 
neck of the calyces by the products of the 
necrotic papillae which imparts the picture of 
peripheral excavation extending into the medulla 
and cortex. In some cases, the presence of ring 
shadows is present in the region of the tips of 
pyramids. Progressive inflammation and _ne- 
crotic changes in the papillae result in dilatation of 
several minor calyces and later further constric- 
tion and elongation of the majorand minor calyces 
which may be easily confused with a renal abscess 
or neoplasm. As the necrotic process continues, 
portions of the tips of papillae slough away and 
fuse with cellular and inflammatory debris to form 
soft calcareous masses which fill the calyces or 
pass into the pelvis or ureter. 

As intimated previously, the differential diag- 
nosis is often very perplexing as the condition has 
been mistaken for acute pyelonephritis with 
necrosis of the nondiabetic type, renal or ureteral 
calculi, renal tuberculosis, neoplasm, and abscess. 

The prognosis is poor as the vast majority of 
cases run a progressive fulminating course with an 
early fatal termination. The severity of the dia- 
betes apparently is not an important factor in 
the pathogenesis of the renal lesions. The offend- 
ing organism is usually the Staphylococcus aureus 
or the Bacillus coli. Most of the patients die in 
uremia, with or without acidosis. The patients 
who succumb following a less severe or subacute 
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course may die of acute pulmonary edema or 
bronchopneumonia associated with a _hypo- 
proteinemia caused by proteinuria and poor food 
intake. 

The high mortality of this syndrome emphasizes 
the necessity of prompt preventive therapy at the 
onset of pyuria in diabetic patients. Immediate 
efforts should be made to identify the offending 
organism and to institute specific chemotherapy. 
These measures must be undertaken early and 
vigorously before azotemia ensues and signals 
the development of apparently irreversible and 
terminal changes in both kidneys. 

3. Cystic pancreatic lesions in patients dying 
inuremia. Baggenstoss has reported an extremely 
interesting study on this subject. In a routine 
histological examination of the pancreas in pa- 
tients dying of uremia he frequently found a re- 
markable degree of dilatation of the pancreatic 
acini accompanied by flattening of the epithelial 
lining and inspissation of secretion within the 
acini. This lesion was observed in 33 (39%) of 
85 patients dying of uremia due to chronic glo- 
merulonephritis, in 36 of 85 patients dying of 
uremia due to malignant hypertension or nephro- 
sclerosis, and in 52 (52%) of 100 patients dying of 
uremia due to miscellaneous diseases. In a control 
series of 200 patients dying without uremia, this 
lesion was present in only 20 per cent. 

An analysis of 1,500 consecutive autopsies at 
the Sinai Hospital revealed 30 cases of acquired 
cystic fibrosis of the pancreas. All cases occurred 
in people above the age of 50 years, with the ex- 
ception of 1 patient aged 34 years. Ten cases 
occurred in the eighth decade and 7 cases in the 
seventh decade. The majority of the patients 
had some accompanying severe renal disease, in- 
cluding arterioscleroticcontracted kidneys, chronic 
glomerulonephritis, or malignant nephrosclerosis. 
No correlation was made between the cystic 
fibrosis of the pancreas and the uremia although 
these two conditions were observed in 6 cases. It 
is interesting to note that concomittant cystic 
lesions of the upper urinary tract were observed 
in 8 cases; the lesions were large multiple cysts in 
I case, cortical cysts in 2 cases, cystitis cystica in 
4 cases, and pyelitis cystica in 1 case. 

The clinical significance of this unusual finding 
is difficult to evaluate. The pancreatic lesion may 
be only a coincidental finding in patients in this 
age group or it may be intimately related to some 
general toxic disturbance resulting from the renal 
disease. Baggenstoss was of the opinion that the 
etiological factors involved in this condition in 
adult life were dehydration plus an interference 
with release of normal action of the pancreatic 


secretion brought about by excessive vomiting. 
He also suggested that a congenital lack of se- 
cretion or some defect in the mechanism of its 
release may be responsible for fibrocystic disease 
of the pancreas in children. 

The lesion is essentially the same as congenital 
cystic fibrosis of the pancreas in infants and 
children but apparently the pathogenesis is quite 
different. The role of infections in the respiratory 
and urinary tracts and of vitamin deficiencies in 
this syndrome is purely speculative. However, it 
would appear to be advisable to direct our effort 
toward providing careful dietary control, includ- 
ing adequate protein and vitamin intake, and 
specific chemotherapy as a prophylactic measure 
to combat intercurrent infection in patients with 
severe azotemia of varied origin. 

4. Acute peripancreatitis with fat necrosis, 
hemorrhage, and suppuration. These pathological 
conditions do not represent true clinical entities 
but should be regarded as manifestations or com- 
plications of other pathological diseases of the 
pancreas. The inflammatory process and fat ne- 
crosis associated with acute pancreatitis not in- 
frequently extend to the loose areolar and fatty 
tissue surrounding the pancreas. Secondary sup- 
puration may ensue and remain more or less lo- 
calized, but in an occasional case with a rapidly 
fulminating course the suppuration may spread 
laterally into the perinephric space and produce 
signs and symptoms of a perinephric abscess, 
which dominate the clinical picture. 

In a series of 30 cases of acute pancreatic ne- 
crosis reported by DeTakats and Mackenzie, 
autopsy studies were made in 7 of the 11 fatal 
cases. Acute pancreatic necrosis was present in 
all cases as shown by gangrenous masses in the 
gland and fat necrosis spreading through the 
mesocolon, omentum, and not infrequently in the 
perirenal tissues. The extension to the extra- 
pancreatic tissues may occur through the lym- 
phatics. 

In 1903, Brown reported a case of acute pan- 
creatitis with peripancreatic and perirenal sup- 
puration in a female aged 43 years. The predom- 
inating symptoms were a mass in the epigastrium 
and flank, pain, fever, chills, dysuria, pyuria, and 
anuria, which led to a diagnosis of acute kidney 
infection or tumor. An abscess in the left loin 
was drained and contained pancreatic tissue and 
enzymes and 2 months later an abscess in the 
right loin was drained. 

Later, Trattner and Galvin reported a case of 
acute pancreatitis with involvement of the para- 
renal and perirenal tissues in a male of 32 years 
who had pyuria and normal pyelograms. A tenta- 
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tive diagnosis of perinephric abscess was made 
and a lumbar exploratory operation was performed 
with a fatal termination. It is interesting to note 
that these authors studied 35 autopsies of acute 
pancreatitis and found necrosis of the fat in and 
about the pancreas and in the greater and lesser 
peritoneal cavities in 25 cases, and in 3 additional 
cases the perirenal fat was involved. 

Ormond and his associates reported an unusual 
case with two pseudocysts of the pancreas follow- 
ing acute pancreatitis in a chronic alcoholic male 
of 37 years. One cyst developed in the region of 
the tail of the pancreas in close proximity to the 
left kidney and presented typical symptoms of a 
perinephric abscess, viz., a mass in the left flank, 
costovertebral tenderness, edema of the sub- 
cutaneous tissues, fever, leucocytosis, and micro- 
scopic hematuria. The latter symptoms were at- 
tributed to the extension of the inflammatory and 
degenerative process of the acute pancreatitis to 
the left loin with subsequent extension and bur- 
rowing through the perirenal fat and presentation 
of the cystic mass in the parietes below the border 
of the rib. The second cyst probably developed 
earlier in the peripancreatic tissues immediately 
adjacent to the pancreas, but was palpable in the 
deep epigastric area only under anesthesia. 

On the other hand, acute peripancreatitis is a 
very rare complication of a primary or secondary 
perinephric infection. Ferguson has reported 2 
such cases with fatal outcome. The first occurred 
in a young man of 20 years in whom a diagnosis of 
right perinephric abscess was made without bene- 
fit of roentgen studies. A lumbar exploratory 
operation revealed diffuse edema of the peri- 
nephric fat with no frank pus. At autopsy 14 
days later, a severe peripancreatitis was found as 
a result of retroperitoneal extension from a left 
perinephritic abscess. Hemorrhage was present 
in the abdominal cavity and lesser peritoneal sac 
as a result of erosion of a branch of the pancreato- 
duodenal artery near the head of the gland. In 
the second case, a left nephrectomy was performed 
in a 32 year old male for a functionless left hydro- 
nephrosis. On the thirty-second postoperative 
day he developed severe epigastric pain, nausea, 
vomiting, and fever. At abdominal exploratory 
operation 6 days later a peripancreatic abscess 
was present mesial to the head of the pancreas and 
the patient succumbed 24 hours later. 

In 1928 Speese reported a case of acute and sub- 
acute pancreatitis with marked vesical irritability 
and hematuria. The latter symptoms are strongly 
suggestive of extension of the inflammatory 
process of the pancreas and the peripancreatic 
tissue into the upper urinary tract. 


As early as 1893, Reeves pointed out that a 
primary perirenal infection may spread to the 
peripancreatic tissues with the subsequent forma- 
tion of a peripancreatic pseudocyst. He reported 
a case of pancreatic cyst in a 55 year old male, 
confirmed by operation. At autopsy the left 
kidney was normal but the right kidney was 
atrophied and the right ureter was occluded by 
dense adhesions in the tissues adjacent to the 
pancreatic cyst. The latter findings were re- 
garded as evidence that the pancreatic lesion was 
secondary to an earlier inflammatory process in 
the right perirenal tissue. 

The clinical symptoms associated with acute 
pancreatitis with or without peripancreatic sup- 
puration consist of septic temperature, severe epi- 
gastric discomfort or pain, nausea, vomiting, and 
other gastrointestinal disorders. The pain radi- 
ates posteriorly to the right and may extend up 
toward the shoulder on either side. The marked 
similarity of these symptoms to those of acute 
pyelonephritis, abscessed kidney, and _ perine- 
phritic abscess is quite apparent. 

5. Hemorrhage into the pancreas and peri- 
pancreatic tissues. Local hemorrhage in the pan- 
creas not associated with inflammatory changes 
is designated as pancreatic apoplexy. This con- 
dition may be caused by a variety of factors, i.e., 
trauma, poisoning, and tumors, but is more com- 
monly associated with the extravasation of blood 
in other organs due to various circulatory diseases. 

Hemorrhagic tendencies manifested in the pan- 
creas and other organs may occur in any disease 
accompanied by jaundice, i.e., carcinoma of the 
pancreas, cholecystitis, and cholelithiasis. 

Local pancreatic hemorrhages are of little clin- 
ical significance unless they are extensive and 
cause disintegration of the gland. In rare instances 
hemorrhage of the diffuse type has been the chief 
lesion found at autopsy in otherwise unexplained 
fatal cases. Occasionally the hemorrhage occurs 
at or near the surface of the gland and leads 
to extensive effusion beneath the peritoneum, 
into the lesser peritoneal sac, or perinephritic 
tissues. 

The other and more frequently encountered 
type of pancreatic hemorrhage is associated with 
an acute inflammatory process and is known as 
acute hemorrhagic pancreatitis. When hemor- 
rhage and inflammation co-exist it may be ex- 
tremely difficult to determine which is the cause 
or effect. Opie has maintained that the pan- 
creatic hemorrhage and acute diffuse inflamma- 
tory changes in the gland are a single process. 

It is generally agreed that the hemorrhagic 
changes are the result of necrosis of the blood 
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vessels resulting from severe diffuse inflammatory 
changes within the gland. When the necrotic 
process is located at or near the surface of the 
gland or in the adjacent peripancreatic tissues, 
hemorrhage into the peripancreatic tissues occurs. 
Subsequent alterations of the peripancreatic ex- 
travasated blood may be caused by the invasion 
of pathogenic organisms and the release of pan- 
creatic enzymes. The pathogenesis of the ma- 
jority of cases of peripancreatic abscess or sup- 
puration may be explained in this manner. 

It is well to bear in mind that perforation of the 
pancreas by a calculus may also lead to peripan- 
creatic hemorrhage, necrosis, and suppuration. 
Extensive fat necrosis in or about the gland and 
destroying wide areas of adipose tissues may cause 
injury to the wall of the adjacent blood vessels 
with consequent rupture of the vessel. In the 
older literature, one finds relatively frequent ref- 
erences to peripancreatic hemorrhage associated 
with a variety of gastrointestinal and pancreatic 
lesions, i.e., injuries or ruptures of pre-existing 
ulcers, cysts, tumors, or stones. 

The role of traumatic injuries to the pancreas 
in the development of pseudocysts of the pancreas 
has been emphasized by Korte, Honigmann, and 
others. Honigmann has reported an unusual case 
of pseudocyst of the pancreas in a 17 year old 
male following a crushing injury to the upper 
abdomen by the wheels of a wagon. This cyst 
subsequently ruptured and drained into the pelvis 
of the left kidney. A cure was effected following 
marsupialization of the cyst. The author ex- 
plained the rare pathological phenomenon on the 
ground that both the pancreas and the left kidney 
were mashed together and that the peripancreatic 
cyst ruptured into the weakened tissues of the 
left kidney pelvis when sufficient hydrostatic 
pressure developed within the pancreatic cyst. 

6. Renal disease producing damage to the 
pancreas. Unquestionably, many cases of renal 
disease producing damage in the pancreas were 
encountered by surgeons and pathologists in the 
era prior to the introduction of roentgenography 
and urological diagnostic methods, but were not 
reported for many reasons. In 1897 White re- 
ported 2 unusual autopsy cases of secondary pan- 
creatic changes: the first case was a sarcoma 
of the right kidney with invasion of the pancreas 
and duodenum, and the second was that of a 
patient who died following an operation for breast 
carcinoma; this patient had dense adhesions be- 
tween a group of cysts of the left kidney pelvis 
and the tail of the pancreas. In 1937 Campbell 
described a case of Wilms tumor in an 18 year old 
male with compression of the distal two-thirds of 


the pancreas. Injury to the pancreas during diffi- 
cult renal operations were reported by Young 
and Colston in 1917. 

Diagnosis. Rigid diagnositc criteria cannot be 
laid down for all pancreatic diseases. Not infre- 
quently these diseases present such complex and 
bizarre clinical features that an accurate diagnosis 
or correct differentiation from renal and extra- 
renal diseases is well nigh impossible. In many 
cases the true diagnosis is established only at 
operation or at autopsy. However, there are at 
our disposal certain diagnostic aids which provide 
invaluable information, viz., 

1. Accurate history 

2. Careful physical examination 

3. Adequate laboratory studies 

4. Appropriate roentgenography and fluoro- 

scopic studies 
Plain film 
. Oral administration of barium 
. Cholecystography 
. Gastric pneumopyelograms 
Rectal administration of barium 
Pyelography (intravenous and _ retro- 
grade) 
g. Aortography (translumbar or percuta- 
neous methods) 
h. Laminagraphy 
i. Perirenal air insufflation 

5. Gastroscopy 

6. Peritoneoscopy 

7. Aspiration of cyst 

8. Exploratory operation 

History. The majority of patients suffering 
from the more common pancreatic diseases usu- 
ally give a history of antecedent biliary tract dis- 
ease or of recurrent episodes of pancreatic disease. 
Careful questioning will often reveal a history of 
cholecystic disease, chronic alcoholism with or 
without cirrhosis, or protracted duodenal ulcer in 
many cases of acute pancreatitis. Elman stated 
that chronic alcoholism occurs in about 65 per 
cent of the latter cases. Walters and Cleveland 
reviewed 1,216 cases of chronic pancreatitis and 
found that the majority gave a past history of 
biliary tract disease. A history of trauma may be 
obtained in 10 to 15 per cent of the pancreatic 
cysts. Diabetes is particularly significant of 
previous pancreatic disease, i.e., an early symp- 
tom of chronic pancreatitis and a late symptom 
of pancreatic calculi and cysts. 

A history of recurrent epigastric pain, varying 
in severity and duration and extending over a 
period of months or years, is often obtained in 
cases of acute pancreatitis. The clinical triad of 
upper abdominal pain, digestive disturbances due 
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to pressure on adjacent gastrointestinal organs, 
and a palpable mass is characteristic of pancreatic 
cysts. A history of progressive loss of weight and 
appetite, jaundice resulting from chronic biliary 
obstruction, and steatorrhea resulting from pan- 
creatic insufficiency are strongly suggestive of 
carcinoma of the head of the pancreas long before 
a tumor mass becomes palpable. The colicky, 
knifelike epigastric pain is pathognomonic of pan- 
creatic calculi and occasionally of pancreatic cysts. 

Physical examination. Careful bimanual pal- 
pation of the abdomen on inspiration and expira- 
tion may provide some valuable clues. Detection 
of the cystic or tumor mass may be possible in one 
body position and not in another. The presence 
of a palpable mass in the epigastric region is 
readily discernible in cases of pancreatic cysts and 
carcinoma of the head of the gland. Pancreatic 
cysts usually present a firm, smooth, rounded 
mass, relatively immobile in the epigastric area 
and extending into the hypochondrium. These 
cysts are not fluctant or ballotable as a rule. Car- 
cinoma of the head of the pancreas produces a 
smaller, irregular, and firmly fixed mass deep in 
the epigastrium or right hypochondrium. Ex- 
quisite epigastric tenderness and spasm or rigidity 
of the upper recti muscles accompany an acute 
pancreatitis. These symptoms to a lesser degree 
are present in cases of pancreatic calculi. 

The marked variations in the size and position 
of pancreatic cysts may lead to considerable diffi- 
culty in attempting a correct diagnosis solely on 
physical findings. An analysis of reported cases 
reveals that cysts in the head or tail of the pan- 
creas may extend (1) into the right or left flank 
and simulate a renal tumor or cyst, or hydro- 
nephrosis, (2) into the right hypochondrium and 
simulate a right renal or adrenal tumor or cyst or 
an enlarged gallbladder, (3) between the layers of 
the mesentery and simulate a mesenteric cyst, 
and (4) laterally and downward and may be mis- 
taken for an ovarian cyst. 

Laboratory tests. Confirmatory evidence of pan- 
creatic disease is often obtained by employing the 
following specific tests: (1) estimations of the 
various pancreatic enzymes in the blood serum, 
urine, stool, and duodenal drainage contents, 
(2) determination of carbohydrate disturbances, 
i.e., hyperglycemia, glycosuria, glucose tolerance 
tests, and (3) examination of stools for steatorrhea, 
melena, and creatorrhea. Asa rule, routine blood 
examination, and blood chemistry and urine ex- 
amination provide no great help in the differential 
diagnosis of the various pancreatic diseases under 
discussion except in specific cases, such as marked 
anemia in carcinoma, marked leucocytosis, hypo- 


calcemia, and hyperbilirubinemia in acute pan- 
creatitis, in the presence of bile salts in the urine 
associated with carcinoma, and in acute and 
chronic pancreatitis. 

The diagnostic significance of alterations in the 
enzyme content of the blood serum and urine has 
been stressed recently by many observers. Serum 
enzyme tests usually reveal an increase of lipase 
content in about g5 per cent of cases of acute 
hemorrhagic and necrotic pancreatitis, and of the 
amylase content in about 75 per cent of the cases 
with the urinary amylase closely following the 
serum enzymes. These changes are transitory or 
less marked in acute edematous pancreatitis and 
pancreatic cysts and calculi. A decrease in the 
enzyme content of the pancreatic secretion ob- 
tained by duodenal drainage is usually associated 
with pancreatic neoplasms and cysts. 

Roenigenographic studies. Roentgenography is 
the most valuable single diagnostic aid in the 
diagnosis of many pancreatic diseases. Important 
information may be obtained by the judicious ap- 
plication of special roentgenographic measures. 

a. A plain film of the abdomen should be taken 
routinely in every pancreatic disease. This type 
of film is of great value in determining the outline 
of a space-displacing cyst. The film should also 
be carefully inspected for shadows of pancreatic 
calculi or calcification in the area covering and 
adjacent to the first and second lumbar vertebrae. 
Displacement of the stomach and large bowel may 
often be discernible on the plain film. 

b. Roentgenography and fluoroscopic studies 
following the oral and rectal administration of 
barium provide invaluable information concerning 
the topographical alterations produced in the 
gastrointestinal tract by various pancreatic le- 
sions. These studies serve to confirm previous 
clinical impressions or supply positive data about 
the exact nature and origin of the lesion. The 
characteristic deformities produced by the various 
pancreatic diseases following the administration 
of barium have been mentioned previously. 

Since the pancreas is essentially a retroperi- 
toneal organ, cystic enlargements of the gland 
can readily expand in the loose areolar tissue and 
grow in all directions except posteriorly. All pan- 
creatic tumors and cysts exhibit the tendency to 
grow toward the area of least resistance, i.e., into 
the abdominal cavity, and consequently these en- 
largements are projected into the lumbar, epi- 
gastric, and pelvic regions in that order of fre- 
quency. As the pancreatic mass enlarges and 
extends into the lumbar region it pushes the as- 
cending or descending colon medially and forward 
or occasionally laterally and forward. The stom- 
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ach is also pushed forward and medially. Fluoros- 
copy and roentgenograms made in the routine 
anteroposterior position may show a thinning out 
of the barium as it passes through these displaced 
gastrointestinal organs and may give the false 
impression of a filling defect unless the examina- 
tion is also made in several other positions, i.e., 
lateral or lateral-oblique. 

Enlargements of the kidney, i.e., tumors, cysts, 
and hydronephrosis, must attain an unusual size 
before they cause displacement or deformity of 
the stomach or large intestines, thus differing 
from pancreatic cyst or tumors. Another impor- 
tant differential point is the fact that enlarge- 
ments of the kidney are palpable and often ballot- 
able in the flank and lumbar areas, whereas pan- 
creatic enlargements are less likely to be palpable 
in these areas. It is well to remember that en- 
largements of the upper pole of the kidney extend 
backward into the costovertebral angle, upward 
under the diaphragm, and those of the lower pole 
extend down along the iliopsoas muscle; however, 
in either instance the enlargement is posterior 
rather than lateral to the large bowel and the 
resultant intestinal deformity is manifested as a 
compression defect from behind. 

Marked enlargements of the left kidney may 
displace the stomach toward the midline, the 
effect being manifested particularly on the mid- 
portion and pyloric area of the stomach. The 
transverse colon is displaced downward and the 
splenic flexure is usually pushed to the left and 
compressed against the lateral abdominal wall or 
in rare instances is displaced downward and 
medially. 

Enlargements of the right kidney encounter the 
solid liver and consequently the entire kidney 
mass is pushed downward. In the case of a large 
mass or tumor of the right kidney the transverse 
colon is usually displaced downward and the he- 
patic flexure is pushed down and to the right. 
When the lower pole of the right kidney or its 
tumor mass is round or blunted, the defect in the 
outline of the large intestines is usually sharply 
defined and smooth in outline. Lateral or oblique 
films will clearly demonstrate that the renal mass 
is causing pressure from behind and displacing the 
ascending colon anteriorly. 

The value of gastrointestinal roentgenographic 
studies in the diagnosis of extra-alimentary ab- 
dominal tumors has been clearly demonstrated by 
Wiese and Larimore. In a group of 21 cases of 
epigastric tumor, there were 18 pancreatic lesions 
(10 primary carcinomas and 8 cysts) and 3 retro- 
peritoneal lesions independent of the pancreas. 
A correct diagnosis was made in 14 of the 18 pan- 


creatic cases; 3 undiagnosed cases had no signifi- 
cant alteration of the duodenum and 1 case was 
erroneously diagnosed as a left renal tumor be- 
cause of a pressure deformity of the stomach and 
displacement of the splenic flexure. In the group 
of 20 tumors in the left upper part of the abdomen, 
there were g renal lesions, 7 splenic lesions, and 4 
miscellaneous lesions, but no pancreatic lesions. 
It is interesting to note that 1 renal lesion was 
erroneously diagnosed as a pancreatic cyst because 
of displacement of the stomach, duodenum, duo- 
denojejunal flexure, and transverse colon. One 
case of splenomegaly was incorrectly diagnosed as 
a renal neoplasm. In the group of 22 tumors in 
the right upper part of the abdomen, there were 
10 liver lesions, 7 lesions of the right kidney, 5 
miscellaneous masses, but no pancreatic diseases. 
One of the renal neoplasms was incorrectly diag- 
nosed as a pancreatic cyst, but subsequent pye- 
lography indicated the true nature of the renal 
disease. 

c. Excretory urography and retrograde pye- 
lography are extremely valuable in the differential 
diagnosis of pancreatic cysts and calculi. The 
best informed internists and general surgeons are 
not hesitant in securing the aid of the urologist 
in the more obscure and complicated cases pre- 
senting symptoms of diseases of organs adjacent 
to the upper urinary tract. The urologist, in turn, 
with the co-operation of a competent roentgenolo- 
gist will frequently obtain reliable data to confirm 
or contradict findings submitted by the internist 
or surgeon. The urologist should be proficient in 
the interpretation of the ureteropyelogram which 
is unquestionably of more value than any other 
single procedure in the differential diagnosis of 
renal and extrarenal tumors of the intra-abdom- 
inal and retroperitoneal types. Retrograde pye- 
lography yields more reliable information than 
excretory urography. Wide clinical experience 
has shown that it is unwise to make a diagnosis 
of renal tumor or cyst solely from findings ob- 
tained by intravenous urography. More accurate 
data may be secured by taking the ureteropyelo- 
grams in the lateral-oblique position as well as 
in the conventional anteroposterior position. 
Stereoscopic pyelograms are very valuable in de- 
termining the exact topographical alterations 
produced in the upper urinary tract by a pan- 
creatic tumor or cyst. 

Pancreatic tumors and cysts can usually be 
differentiated from intrarenal tumors, cysts, 
hydronephrosis, and polycystic disease by ac- 
curate demonstration of the intrinsic renal, pelvic, 
or calyceal deformities. A correct appraisal may 
be extremely difficult in the absence of pelvic or 
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calyceal distortion. The diagnostic difficulties 
may also be increased by the fact that pancreatic 
cysts not infrequently cause a displacement of 
the kidney, ureter, or both. The ureter is usually 
displaced anteriorly and medially by the pan- 
creatic cyst. Since the kidney is more or less fixed 
by the renal vascular pedicle, a pancreatic cyst is 
more likely to produce a rotation of the kidney on 
its longitudinal or transverse axis than a true dis- 
placement. However, a large cyst in the tail of the 
pancreas or in an aberrant pancreas near the 
kidney may push the left kidney upward and 
mold it against the diaphragm, or in rare cases it 
may displace the kidney downward along the ilio- 
psoas muscle. A large cyst in the head or body of 
the pancreas may displace the right kidney in a 
downward direction. 

It is interesting to note that Coppridge and his 
associates recently reported an unusual case of a 
deformity in the retrograde pyelogram of the right 
kidney produced by a hepatic abscess. 

The value of urography in the differential diag- 
nosis of retroperitoneal tumors has been empha- 
sized by Schulte and Emmett. They reviewed 112 
cases of retroperitoneal tumors encountered at the 
Mayo Clinic in a 20 year period. They found that 
of a group of 72 cases of tumor originating in the 
pancreas, 68 (94.4%) did not produce displace- 
ment of the kidney or ureter and only 4 cases 
(5.6%) exhibited displacement of the upperurinary 
tract. In this group two-thirds of the cases were 
adenocarcinoma and one-third were cysts of the 
pancreas. It is interesting that no displacement of 
the kidney was observed in 1 case with 2 cysts in 
the head, body, and tail, respectively, and 1 case 
with a cyst measuring 30 by 25 by 30 centimeters 
and filling three-quarters of the abdomen. In 
the second group of 40 cases, the tumor mass did 
not originate in the pancreas or kidney but con- 
sisted mainly of retroperitoneal sarcomas; how- 
ever, only 29 (72.5%) showed displacement of the 
kidney, ureter, or both. These authors maintained 
that the assumption that intra-abdominal lesions 
do not regularly displace the kidney or ureter is 
true. 

Aortography by the translumbar or percutane- 
ous retrograde catheterization of the femoral 
artery is an excellent means of differentiating 
pancreatic tumors and cysts from renal or splenic 
tumors. We have employed these procedures in 
over 50 cases of various renal and extrarenal 
diseases and have found them to be exceptionally 
reliable and accurate diagnostic procedures. The 
presence of a cyst is indicated by avascularity in 
the area occupied by the cyst whereas a solid 
neoplasm shows “‘puddling or pooling” of the dye 


in the tumor area. The relative ease and safety in 
performing these tests and the absolutely positive 
information obtained justifies their more frequent 
use by urologists and roentgenologists in cases of 
intra-abdominal, retroperitoneal, and renal tumor 
presenting unusual diagnostic difficulties. 

Cholecystography. This procedure should be rou- 
tinely employed in every case of pancreatic disease. 
The demonstration of biliary tract disease is ex- 
tremely significant from an etiological standpoint. 
The procedure is also valuable in differentiating 
cholelithiasis from calculi in the pancreas and right 
kidney. 

Laminagraphy. Wilhelm has utilized this pro- 
cedure with good results in the diagnosis of renal 
and adrenal tumors. It may conceivably be em- 
ployed in the diagnosis of pancreatic cysts. Un- 
fortunately the method requires special apparatus 
and techniques not always available in the average 
hospital. 

Perirenal air insuffiation. This procedure has 
not been employed in the diagnosis of pancreatic 
tumors and cysts. There are relatively few indica- 
tions for its use in such cases except when the 
cystic mass occurs in the tail of the pancreas and 
occupies the left hypochondrium or flank and 
therefore requires differentiation from a left renal, 
adrenal, or splenic tumor as in the author’s case 3. 

Pneumoperitoneum and gastric pneumograms. 
Buckstein, Case, and others have stressed the 
value of pneumoperitoneum in the demonstration 
of the configuration of an intra-abdominal tumor 
of doubtful origin. It would appear to be very use- 
ful in cases of pancreatic cyst although there are 
few references to its use in such cases. 

Pinkham has maintained that gastric pneumo- 
grams are of definite value in the diagnosis of 
pancreatic cysts. 

Gastroscopy and peritoneoscopy. Gastroscopy has 
been employed by Comfort e¢ al. and other authors 
to determine the degree of deformity and displace- 
ment of the posterior wall of the pyloric end of 
the stomach by a cyst or tumor situated in the 
head or body of the pancreas. Peritoneoscopy per- 
mits direct visualization of the mass and the dis- 
placed organs in suitable cases. These procedures 
are of limited value as not all cases of tumors or 
cysts are accompanied by pressure defects or dis- 
placement of adjacent organs. 

Aspiration of the cyst. This procedure has been 
successfully employed by Dean, Fish, and others 
as a diagnostic and therapeutic measure in selected 
cases of large serous cysts of the kidney. However, 
its use in pancreatic cysts does not appear to be 
practical or justifiable in view of the potential 
danger of serious complications, i.e., pain, hemor- 
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rhage, infection, or peritonitis due to puncture of 
the large or small intestines, and focal or diffuse 
necrosis due to leakage of the cystic fluid contain- 
ing pancreatic enzymes. At least 2 fatalities have 
been reported following its use in the diagnosis of 
pancreatic cysts. The method was used in the 
author’s case 3 but the result was unsatisfactory. 

Surgical exploration. When all available diagnos- 
tic measures fail to yield sufficient information, the 
most reliable method of establishing the correct 
diagnosis is surgical exploration. The chief value 
of this procedure is the direct visual inspection 
and palpation of the tumor, which eliminate the 
possibility of confusing a cyst with a carcinoma or 
multiple or superficial cysts. It also permits sur- 
gical correction of the lesion at the time and as- 
sures the patient the most appropriate treatment 
consistent with the size and location of the cyst or 
tumor. 

CONCLUSIONS 

1. Despite the recent voluminous literature on 
the various pancreatic diseases, there is a pau- 
city of references to the interrelation of pan- 
creatic and renal diseases from an etiologic, 
pathologic, symptomatologic, and diagnostic 
standpoint. 

2. Inasmuch as there are no infallible criteria 
or guides for the diagnosis of most of the pan- 
creatic diseases, it is incumbent upon every 
physician, surgeon, and urologist to be fully ac- 
quainted with the symptomatology of these dis- 
eases and the various diagnostic procedures of 
value in establishing the correct diagnosis. 

3. The author and other writers have pre- 
viously pointed out that the majority of renal 
diseases are accompanied by gastrointestinal 
symptoms of a mild or transitory nature. These 
manifestations are seldom of the type or se- 
verity to suggest pancreatic disease or involve- 
ment. Consequently pancreatic diseases are 
rarely considered in the differential diagnosis of 
renal diseases. 

4. On the other hand, one finds a steadily in- 
creasing number of reports of pancreatic diseases 
simulating or incorrectly diagnosed as renal tu- 
mors, cysts, or hydronephrosis. The pancreatic 
diseases most frequently confused with renal 
diseases are cysts, calculi, and tumors. In rare 
instances one may encounter concomitant dis- 
eases of the pancreas and kidneys, i.e., poly- 
cystic disease, calculi, retention cysts, diabetic 
nephropathy, and diabetic necrotizing papillitis. 

5. The close anatomical and topographical re- 
lation of the pancreas to the kidney serves to 
explain why pancreatic diseases may mimic or 
be confused with renal diseases. 


6. In this era of instrumental diagnostic pre- 
cision and highly specialized roentgenographic 
techniques, the clinician and surgeon should not 
hesitate to seek the assistance of the urologist 
and roentgenologist in establishing the correct 
diagnosis in obscure or baffling cases of pan- 
creatic disease, particularly those presenting 
symptoms suggestive of renal disease or a dis- 
ease of other adjacent organs. 
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Contribution to the Surgical Treatment of Central 
Tumors of the Mandible (Beitrag zur chirurgi- 
schen Behandlung der zentralen Geschwuelste des 
Unterkiefers). Harry MENNIG. Chirurg, 1950, 3: 
123; 

The diagnosis of central tumors of the mandible 
remains uncertain up to the time of operation. The 
microscopic examination of the frozen section of the 
biopsy or of the operative specimen permits a reliable 
diagnosis, whether one deals with a benign or a 
malignant tumor. The choice of operative procedure 
must be one that will permit extirpation of the tumor 
within the normal tissue, control later complications, 
and permit extension of the procedure in the event 
of surprising findings. 

The x-ray film of the mandible shows a more or 
less circumscribed area of diminished density which 
sometimes resembles a cyst. Clinically, a bulging of 
the external or medial surface of the mandible is 
observed. These tumors may not manifest any 
symptoms. In some cases neuralgia suggests an 
x-ray examination which may lead to the discovery 
of the tumor. One has to differentiate between 
(1) benign tumors such as adamantinomas, soft and 
hard odontomas, dermoid cysts, central mixed 
tumors, central fibromas, central angiomas, central 
giant cell tumors, central granulation tumors, and 
(2) malignant tumors such as primary carcinomas, 
myelogen sarcomas (Ewing’s tumors), solid adaman- 
tinomas with or without infiltrating tendency, cen- 
tral fibrosarcomas, metastatic carcinomas, and sar- 
comas. Occasionally some of the benign tumors 
such as central fibromas or, more often, adaman- 
tinomas become malignant. 

In the treatment of malignant central tumors of 
the mandible, radical resection of the mandible by 
external incision is the method of choice. Neck dis- 
section and deep x-ray irradiation may follow. Intra- 
oral resection is recommended by various authors for 
benign central tumors. Only in the case of an ada- 
mantinoma, with or without a tendency to infiltrate, 
should radical resection of the mandible take place. 
X-ray or radium treatment usually is not applied in 
the latter. The same consideration is applicable in 
cases of central tumors whose microscopic diagnosis 
is not available before the operation; i.e., they 
should be attacked by external incision in order that 
treatment may be either conservative or radical 
according to the findings at operation. 

Mennig recommends resection by external incision 
for all central tumors because of better exposure, 
and because the extent of the operation can be deter- 
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mined upon the basis of the local findings. The after 
care is shorter and easier, as it is after an oral opera- 
tion, and eventual bleeding can be better controlled. 
The resected part of the mandible is replaced by a 
transplant. If the oral cavity is not opened during 
the operation, or no suppuration has taken place 
following the opening of the oral cavity, the plastic 
procedure may be carried out in 6 to 8 weeks after 
resection, and even if suppuration has complicated 
the operation and the transplantation was therefore 
delayed, the interval has become shorter, in com- 
parison with the interval 1 year previously, as a 
result of the use of antibiotics. After the transplant 
has healed, one should wait 2 to 3 months before 
attempting to restore function by means of a denture. 

A case report of the successful treatment of a 32 
year old patient is given. A central tumor of the 
mandible in this patient was resected by external 
incision, under local anesthesia. 

Oscar Hirscu, M.D. 


EYE 


An Etiologic Study ofa Series of Optic Neuropathies. 
Cecit H. Bactey. Am. J. Ophth., 1952, 35: 764. 


Etiologic studies of 133 cases of optic neuropathy 
in patients who were admitted to the Wilmer 
Ophthalmological Institute, in Baltimore, between 
March 1, 1937 and January 1, 1950 for diagnostic 
survey are reported. Most patients had disease of the 
optic nerve, due to central nervous system disease, 
intracranial anomalies, systemic disease or various 
intoxications; patients with optic nerve involvement 
arising from purely ocular conditions in which the 
etiologic factor was evident were not included. 
Eighty-eight per cent of the patients were white, 
I1.2 per cent were negroes, and 1 was Japanese. 
Males were involved more commonly than females. 

Forty-eight patients had primary optic atrophy. 
In 15 patients the condition was caused by syphilis 
of the central nervous system, in 4 by neoplasms, in 8 
by trauma, in 3 it appeared to be hereditary and was 
classified as atypical Leber’s disease, in 2 it was due 
to central retinal artery occlusion, and in single cases 
the condition followed tryparsamide, orbital celluli- 
tis, periarteritis nodosa, and congenital optic atrophy. 
In the remaining 12 cases, which were equally di- 
vided between sexes, the etiologic factor remained 
obscure. 

Eighteen patients had secondary optic atrophy; in 
6 of these it was caused by syphilis, in 4 it was pre- 
ceded by optic neuritis, and single cases followed an 
orbital extension of an epidermoid carcinoma of the 
nasopharynx, a meningioma, and a frontal sinus op- 
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eration 20 years previously. There were 4 cases in 
which no definite etiologic diagnosis could be made. 

Fifteen patients with retrobulbar neuritis and 
papillomacular bundle atrophy were seen. Toxic 
amblyopia was present in 3, Leber’s disease in 1, 
neuromyelitis optica in 1, and pseudotumor of the 
orbit in 2; an etiologic diagnosis could not be made in 
the remaining patients. 

There were 47 cases of optic neuritis. The etiologic 
factor could not be determined in 39; in 2, multiple 
sclerosis was implicated and single cases were due to 
syphilis, war gas, Harada’s disease, uveitis, venous 
occlusion, and encephalitis. 

The etiologic factors differ in several important re- 
spects from previous series in the same institution. 
A drop from 7.5 per cent to 0.0 per cent of posterior 
sinus disease as an etiologic factor resulted because 
of a change in the criteria accepted as establishing 
the etiologic importance of posterior sinus disease. 
The decreased incidence of multiple sclerosis from 
I1 per cent to 1.5 per cent represents more rigorous 
criteria in the establishment of the diagnosis. In this 
series a marked increase was observed in the number 
of patients having undetermined etiologic factors, 
and over half of these were patients with optic 
neuritis. FRANK W. NEWELL, M.D. 


Neuromyelitis Optica. Grorce I. Scotrr. Am. J. 
Ophth., 1952, 35: 755- 

The literature contains a large number of reports 
dealing with cases of neuromyelitis optica which 
have terminated fatally. The author feels that this 
has distorted the clinical picture of the disease and 
that intensive study of the abortive types gives a 
fairly distinct clinical picture which is not to be 
confused with disseminated sclerosis. The case re- 
ports of 10 patients are presented in detail. 

The onset is frequently manifested by a sore 
throat, rhinitis, fever, headache, malaise, and often 
pain upon ocular movement. Optic neuritis is far 
commoner than myelitis as the first major inci- 
dent, but in a certain proportion of such cases an 
accurate history may reveal the occurrence of pre- 
vious transient spinal cord involvement. Generally 
there is no relation between the severity of the optic 
neuritis and that of the myelitis. Some degree of 
papillitis was always present. In patients recovering 
from an attack of optic neuritis and having a remis- 
sion or a recurrence of the neuritis, there was only a 
very slight edema superimposed on pallor of the disc. 

The disease has been noted to occur in an epidemic 
form. The onset, age distribution, bilateral optic 
nerve involvement, pain, and absence of cerebellar 
and cranial nerve involvement serve to distinguish 
the condition from disseminated sclerosis. In addi- 
tion, spinal fluid examination is negative. 

Neuromyelitis optica may be divided into two 
main groups. In the first group, bilateral optic 
neuritis is preceded or followed by paraplegia or 
monoplegia as well as other obvious signs of mye- 
litis. In this type of case the patient may (a) die ina 
matter of weeks, (b) may survive for 2 or even 3 


years with one or more remissions, or (c) may makea 
partial or even a complete recovery. In the second 
(and larger) group there is bilateral optic neuritis 
but signs of myelitis, although quite definite, are 
much less obvious and the motor pathways are 
hardly affected. Frank W. NEeweELL, M.D. 


Narrow Angle Glaucoma. Paut A. CHANDLER. Arch. 
Ophth., Chic., 1952, 47: 695. 

The author discusses narrow angle glaucoma. 

The classification of primary glaucoma into nar- 
row-angle and wide-angle types is based on gonio- 
scopy, on clinical measurements of the aqueous out- 
flow, and on various clinical observations. 

Narrow-angle glaucoma is a form of glaucoma in 
which the structures of the angle are normal but in 
which the angle is closed as a result of contact be- 
tween the periphery of the iris and the trabeculum., 
This status is in contradistinction to wide-angle 
glaucoma in which the angle is open at all times and 
obstruction to the outflow of aqueous is due to some 
obstruction in the filtration apparatus. 

The anatomical cause of a narrow angle and a 
shallow anterior chamber is a crystalline lens which 
is disproportionately large for the anterior segment 
of the eye. The physiologic factor is a relative pupil- 
lary block or an abnormal resistance to flow from 
the posterior to the anterior chamber. Other factors 
include dilation of the pupil, accommodative effort, 
and engorgement of the vessels of the posterior 
uvea. These factors, however, do not cause a rise in 
pressure when relative pupillary block has been 
eliminated by an opening in the periphery of the 
iris. In a differential diagnosis of acute glaucoma, the 
most important factor is the history of an acute on- 
set, the state of the pupil and of the fundus. It 
should be noted that the presence of cells in the 
aqueous or of fine pigmented posterior synechiae 
does not exclude a diagnosis of acute glaucoma. 

In differential diagnosis of subacute or chronic 
narrow-angle glaucoma, a history of periodic attacks 
of blurred vision accompanied by halos about lights, 
suggests narrow-angle glaucoma especially in pa- 
tients of middle age or older. Wider fluctuations in 
the daily tension curve occur in narrow-angle than 
in wide-angle glaucoma. In narrow-angle glaucoma, 
the angle is closed wholly or in part during a period 
of elevated tension. 

Peripheral iridectomy or iridotomy is recom- 
mended as the simplest and safest procedure in early 
cases or in cases in which the tension can be normal- 
ized with miotics. Cases which do not respond to 
miotic treatment require iridencleisis or modified 
basal iridectomy. 

Medical treatment of subacute or chronic narrow- 
angle glaucoma requires complete control of tension 
at all times to prevent the formation of peripheral 
anterior synechiae and the permanent closure of the 
angle. In order to accomplish this it may be neces- 
sary to use strong miotics. 

Surgical treatment in the early stages consists of 
peripheral iridectomy or iridotomy. In borderline 
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cases, miotics are sometimes necessary after surgery 
to normalize the tension. More advanced cases, in 
which a considerable part of the angle is permanently 
closed by peripheral anterior synechiae, require a 
filtering operation. Either iridencleisis, or peripheral 
iridectomy combined with a cyclodialysis, is advo- 
cated. Cyclodialysis without an iridectomy is not 
recommended for any stage of narrow angle glaucoma. 
JosHUA ZUCKERMAN, M.D. 


Retrolental Fibroplasia. Early Development and 
the Effect of ACTH in Treatment. C. A. Brown 
and BeryL Corner. Brit. J. Ophth., 1952, 36: 281. 


The authors discuss retrolental fibroplasia, its 
early development, and the effect of ACTH in 
treatment. 

In retrolental fibroplasia an opaque vascularized 
membrane forms behind the lens of each eye in 
premature infants after birth. 

REESE and BLopi suggest that there is a de- 
ficiency of adrenocortical hormone in premature in- 
fants due to deprivation of the normal maternal 
supply. There may also be some other responsible 
infective or toxic factors. That these factors are 
important is considered logical because the disease 
is extremely irregularly distributed geographically. 
A purely hormonal deprivation would be expected 
to result in an even geographic distribution. 

The pathological changes consist in dilatation 
of the blood vessels, the formation of new vessels 
in the retina, vitreous, and iris, subretinal edema, 
and retinal detachment. 

That ACTH is of no value in established cases 


of retrolental fibroplasia is confirmed by this series 


of cases. However, ACTH is of value if given 
early in the course of the disease and it has checked 
its development in 3 of 4 cases in this series. 

In the presence of an inflammatory reaction, 
cortisone reduces abnormal capillary permeability 
(Cook and McDonaLp, 1951); it reduces cellular 
exudative phenomena in the aqueous and the vit- 
reous experimentally in animals (BIEGEL, 1951), 
and clinically in man (DUKE-ELDER, 1951) and it 
inhibits new vessel formation (DUKE-ELDER and 
ASHTON, 1951). 

Hence ACTH, by producing cortisone, inhibits 
the pathologic changes in early retrolental fibro- 
plasia. In other words, it decreases the subretinal 
edema by decreasing capillary permeability, and it 
inhibits new vessel formation in the retina and in 
the vitreous. 

The fundus changes in 4 cases of early retrolental 
fibroplasia are described. 

A clinical description is given of the birth and 
postnatal development of the premature babies 
with details of the general management. 

The results of treatment with ACTH in 8 cases 
of retrolental fibroplasia are described. 

Four established cases were uninfluenced by 
treatment. Three of 4 early cases were checked 
and now have normal fundi; one case was un- 
checked and went on to develop the disease. 
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It is concluded that ACTH can be safely given 
to premature infants if it is given early and in suf- 
ficient dosage. 

Routine ophthalmoscopy is the only method of 
early diagnosis. It is advised in all premature in- 
fants under 4 pounds, 6 ounces at birth, from the 
tenth day of life until the second month, at inter- 
vals of a week or less. 

JosHua ZUCKERMAN, M.D. 


Mechanism of Retrolental Fibroplasia. Kazimierz 
RUBINSTEIN. Brit. J. Ophth., 1952, 36: 303. 

The author discusses the mechanism of retro- 
lental fibroplasia, its clinical and pathologic fea- 
tures, and the present etiologic concepts. 

He points out that Terry first described the 
condition in premature infants whose weight is 3 
pounds or less as characterized by a retrolental 
membrane, a “fetal blue” iris, posterior synechiae, 
microphthalmos, a shallow anterior chamber, vis- 
ible dentate processes of the ciliary body, glau- 
coma, photophobia, and blindness. 

Owens and Owens (1948 and 1949) confirmed 
the occurrence of the condition in premature in- 
fants but disproved TERRY’s pathological concepts. 
According to them, the course of retrolental fibro- 
plasia may be summarized as follows: 

All remnants of the tunica vasculosa lentis dis- 
appear shortly after birth; the period of normality 
is from 2 to 3 weeks; in the third or fourth week 
the retinal vessels in the whole fundus or in a sec- 
tor become tortuous and engorged; small grayish 
areas of retinal edema appear in the extreme retinal 
periphery; the vitreous becomes cloudy, mainly in 
the vicinity of patches of retinal edema, and 
opaque bands or hemorrhages may form in it; 
retinal detachments become visible; a membrane 
encroaches on the posterior surface of the lens; 
posterior synechiae develop; the eye stops grow- 
ing when the membrane is formed, and enters into 
the final phase, described by Terry, about 6 weeks 
from the beginning of the process. 

The clinical picture of retrolental fibroplasia is 
explained stage by stage: (1) premature birth; 
(2) a period of normality and the disappearance 
of the hyaloid system (the fibroplasia does not de- 
velop as long as the hyaloid system can function); 
(3) dilatation and tortuosity of vessels are the first 
clinical signs; (4) there are peripheral patches of 
retinal edema and vitreous haze; (5) retinal de- 
tachment; (6) cyclitic membrane formation; (7) 
return of retinal vessels to normal when the de- 
tachment is established; (8) microphthalmos; and 
(9) regression with restoration to normal or an 
arrest of the process. (An established cyclitic 
membrane cannot regress.) 

The main pathological features in eyes affected 
by retrolental fibroplasia are very anterior detach- 
ment, abnormal structure of the retina, angio- 
blastic activity, and cyclitic membrane. 

Three new cases are presented in which the 
course of the condition was arrested. 
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An hypothesis is advanced of an ischemic mech- 
anism of retrolental fibroplasia and it is correlated 
with the clinical and pathological findings. 

JosHua ZUCKERMAN, M.D. 


Nematode Chorioretinitis. Hucu E. Parsons. Arch. 
Ophth., Chic., 1952, 47: 799. 

The author presents a case of nematode chorio- 
retinitis in which a viable subretinal worm was ob- 
served and photographed. The condition was ob- 
served in a male 25 years of age who complained of 
loss of vision of his right eye. Six months previously 
his vision had been 20/20 in each eye. 

Examination revealed that the vision was 6/200 
in the right eye and 20/20 in the left eye. The 
macular area was almost completely destroyed. The 
lesion was considered granulomatous. An extensive 
search for foci of infection was fruitless. The 
absence of vitreous opacities seemed unusual in view 
of the recent severe chorioretinal disturbance. 
During further examination of the retinal lesion, a 
small, white, threadlike mass was seen to move from 
the form of a circle into that of a figure eight, then 
into a figure six, and then back into a circle. The 
threadlike mass which was identified as a worm, 
about 1 disk diameter in length, was white and non- 
segmented and tapered at each end. 

The author considers the worm to be an immature 
Ascaris. It has remained of the same size during the 
3 years it has been under observation. Various 
forms of medication in an effort to destroy the worm 
have been unsuccessful. JosHuA ZUCKERMAN, M.D. 


Comparative Value of Radium and Deep X-Rays in 
the Treatment of Retinoblastoma. H. B. Srat- 
LARD. Brit. J. Ophth., 1952, 36: 313. 


A study of five series of cases of retinoblastoma 
makes it evident that when one-third or less of the 
retina is involved, there is reasonable hope that the 
neoplasm may be destroyed by irradiation. With 
very few exceptions, the results are poor when one- 
half or more of the retina is already destroyed. Reti- 
nal detachment is usually present in such cases, and 
if it is not already present, will almost certainly 
occur after irradiation. Later sequelae are severe 
intraocular hemorrhage, iridocyclitis, complicated 
glaucoma, and endophthalmitis. Irradiation often 
fails when the choroid is infiltrated. It would seem 
advisable in such advanced cases to excise the eye 
with ro mm. of the optic nerve and to give post- 
operative irradiation of the orbit. 

The dose is still empirical. A dose of 2,500 to 3,500 
roentgens at the summit of the neoplasm and up to 
6,000 to 8,o00 roentgens at the base is generally 
effective. The author believes that radium discs 
made to fit the scleral curvature evenly are better 
than radon seeds and the other applicators so far 
used. This technique is preferable to long range 
shooting by heavy doses from radium needles fixed 
in Columbia paste plaques or from the radium 
‘“bomb,” for these methods are disastrous to the eye 
and are often ineffective in destroying the neoplasm. 


Although deep x-ray treatment is successful in 
some cases, where less than one-third of the retina is 
affected by the neoplasm, it has the technical dis- 
advantages of protracted treatment, and the diffi- 
culty of maintaining the necessary immobility of 
the child’s head, and it also produces a higher inci- 
dence of serious complications than that following 
the application of either a radium disc or a radon 
seed, Frank W. NEWELL, M.D. 


EAR 


Studies on the Otic Labyrinth. A.C. Hitp1nc. Ann. 
Otol. Rhinol., 1952, 61: 371. 


In another paper entitled ‘Studies on the Otic 
Labyrinth: the Origin and Insertion of the Tectorial 
Membrane” (Annals of Otol. Rhinol., 1952, 61: 354) 
the author establishes that the tectorial membrane is 
definitely inserted upon the organ of Corti. This fact 
is correlated with 14 important anatomical factors of 
the cochlear duct structure to evolve a new theory 
of hearing. 

The author accepts the carefully worked-out and 
established pattern of the up and down vibration of 
the basilar membrane in response to sound vibra- 
tions, but discards this vertical pressure as the stimu- 
lus initiating the nerve impulses in the sense cells. 
The up and down movements are too widespread to 
account for the ability of the ear to discriminate 
pitch. 

The anatomical facts which the author uses to de- 
velop his theory deal with the structure of the organ 
of Corti, the basilar membrane, and the tectorial 
membrane. The fact that the tectorial membrane is 
inserted on the organ of Corti is the key factor in the 
theory advanced. 

As the basilar membrane moves in an up and down 
manner in response to stimulation by sound vibra- 
tions, the tectorial membrane, firmly attached to the 
organ of Corti, rides up and down on the organ of 
Corti. Both are attached, or pivoted, at different 
levels, and thus the curved arcs through which both 
travel have a different radius. This inevitably pro- 
duces a shearing force between the two. Variations 
in the anatomy of the structures involved seem to 
keep this force fairly constant throughout the length 
of the cochlea. 

This shearing force, which is as widespread as the 
up and down movement of the basilar membrane, is 
translated into a focal area of stimulation to the hair 
cells by other anatomical factors of the organ of 
Corti and of the tectorial membrane. The organ of 
Corti seems to be composed of two masses: (a) the 
cells of Hansen and the border cells, both of which 
constitute a flexible arch which, with the attached 
tectorial membrane, encloses and firmty fixes the 
comparatively (b) inflexible arch that carries the 
sense cells. The tectorial membrane is flexible trans- 
versely but contains fibrils which originate from, 
and are firmly attached to, the limbus. These fibrils 
pass outward and toward the apex at a tangent and 
insert in the margin of the tectoria about the line of 
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the outermost hair cells. These fibrils appear to be 
under some tension. 

As a sound vibration passes into the scala vesti- 
buli, the tectorial and basilar membranes, with the 
organ of Corti, is pressed downward. A resulting 
shearing force develops in three directions: (a) radi- 
ally, (b) inward and toward the apex on the slope of 
the displaced membranes facing the apex, and (c) in- 
ward and toward the base on the slope facing the 
base. The transversely distensible tectorial mem- 
brane and the flexible arch of the organ of Corti 
vields and prevents the shearing force from develop- 
ing on the organ of Corti except at one spot, where 
the shearing force is directed in the axis of the rela- 
tively firmly fixed and nonyielding fibrils. The 
shearing motion at this spot is transmitted to the 
underlying hair cells which bend, or are affected in 
some other manner, and a stimulus results. Thus, in 
vibration, the flexible arch (tectoria, Hensen’s cells, 
border cells) rides the nonflexible arch (sense cells) 
like a saddle rides a horse. The transversely dis- 
tensible tectorial membrane takes up, or absorbs, the 
shearing motion that develops on the organ of Corti 
except where the shearing force is directed along the 
fibrils of the tectorial membrane. Where this occurs, 
portions of the tectorial membrane are pulled back in 
their downward course, causing a shearing move- 
ment of the hair cells at the area of attachment of the 
fibrils involved, on the organ of Corti. 

The effective area is described as being on a slope 
facing the apex, but the author admits that it could 
be on a sharp crest, or could result from other factors 
occurring during the vibratory excursion. The 
curves of the propagation waves as described by vari- 
ous scientists vary somewhat, but all are character- 
ized by a sharp break directed toward the apex. 

The author states that if his theory is correct, the 
area of stimulation has been narrowed from a broad 
zone of vibration in the basilar membrane to a nar- 
row, small slope in the tectorial membrane. It is 
still not narrowed to a single line of cells in the organ 
of Corti, much less to a single cell, but he feels that 
further selection probably occurs within the complex 
structure of the organ of Corti. 

The article is illustrated with drawings to explain 
the principles involved in the theory. The anatom- 
ical facts used in developing the thesis seem to fall 
logically into place and to support the conclusions 
as drawn. FLETCHER AusTIN, M.D. 


MOUTH 


Surgical Treatment of Cancer of the Lip. Hans 
May. Plastic & Reconstr. Surg., 1952, 9: 424. 


The author presents a short, concise discussion of 
treatment of cancer of the lip and of the factors mod- 
ifying the choice of treatment of both the primary 
lesion and the cervical lymph nodes. 

The consensus of opinion at the present time is 
that surgery is the preferred treatment for cancer of 
the lip. However, irradiation may be the most suit- 
able treatment for very small lip cancers, and widely 
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infiltrating lesions may be best dealt with by a com- 
bination of irradiation and surgery. The surgeon 
must not limit himself to one type of treatment. 

After control of the primary lesion an extensive, 
radical dissection of the cervical lymph nodes should 
be done if the nodes are involved and palpable. There 
are certain cases in which, for certain specific rea- 
sons, surgery of the neck cannot be performed. If 
the group of nodes is small or the nodes are firmly 
attached to vital structures, irradiation of the me- 
tastases should be resorted to. Irradiation over a 
wide area of the neck cannot be tolerated by the 
patient. 

A strong point is made against prophylactic radi- 
cal neck dissection where metastases cannot be clin- 
ically demonstrated. Figures quoted show that only 
a small percentage of patients without demonstrable 
metastases develop them after the primary lesion is 
controlled. Unnecessary surgery is avoided in a 
large percentage of cases, and in those cases in which 
cervical metastases develop later, neck dissection 
will still give an excellent chance of cure. This does 
not hold in other oral cancers. 

The surgery of the primary tumor must be radical, 
no matter how large the resulting defect. The author 
advocates immediate closure in lip cancer, or a 
delay no longer than is required to determine by 
microscopic examination of the specimen that no 
more tissue need be removed. 

Closure of the defect aims at replacement of the 
skin, muscle, mucous membrane, and vermilion 
border by similar structure. Tissue from the imme- 
diate region should be used unless the defect is so 
large that this cannot be accomplished. Flaps frem 
distant parts have distinct disadvantages. 

Some of the more common tissue-sliding methods 
are illustrated. A less common method, the so-called 
Diffenbach operation, is illustrated in several steps. 
The author finds great merit in this procedure. 
Though an extensive operation, he states that it is 
not mutilating when properly performed, and offers 
several photographs of postoperative results. 

FLETCHER Austin, M.D. 


NECK 


A Case of ‘‘Amyloid Goiter” Associated with Thyro- 
toxicosis. A. PasmMa and H. N. HAppers. Arch. 
chir. Neerl., 1952, 4: 114. 

Amyloid deposits in the thyroid gland are not as 
uncommon as they were once thought to be. In more 
than 50 per cent of patients with generalized amy- 
loidosis this degenerated protein is also found in the 
thyroid gland, though nearly always in small 
amounts. What is uncommon, however, is enlarge- 
ment of the thyroid gland due to amyloid deposits. 
In 1942 Walker reported on 35 cases of so-called 
amyloid goiter gathered from the literature and on 1 
case observed personally. In a number of these, how- 
ever, the enlargement was attributable partly to 
parenchymal changes such as the formation of an 
adenoma. 
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It is well known that amyloid deposits in certain 
organs (e.g., kidneys, liver, and the gastrointestinal 
tract) may give rise to marked functional disorders. 
However, no deficiency symptoms were observed in 
the cases of amyloid goiter mentioned in the litera- 
ture. The authors report a case of amyloid goiter 
associated with thyrotoxicosis. 

A woman 41 years of age developed a swelling in 
the front part of the neck which gradually increased 
in size. There were complaints of dysphagia and 
tightness in the chest; there was marked emaciation. 
The goiter was the size of a goose egg and was local- 
ized predominantly on the right side so that the 
trachea was dislocated 4 cm. to the left and flat- 
tened in the sagittal plane. The goiter was firm, not 
nodular. There was also bronchiectases, pulmonary 
abscess, and chronic nephritis. The Congo red test 
was dubiously positive. The basal metabolic rate 
was increased to +31 per cent. Treatment with 
methylthiouracil, penicillin, streptomycin, and a salt 
and protein deficient diet improved the patient’s 
condition. The basal metabolic rate fell to —4 per 
cent and the body weight rose from 31 to 42 kgm. 
The pathologic diagnosis was amyloidosis of the thy- 
roid gland associated with hypersecretion. 

Ear O. Latmer, M.D. 


Carcinoma in the Various Types of Goiter: Survival 
Following Treatment. Jess STUBENBORD and 
ALFRED H. NoEHREN. N. York StateJ. M., 1952, 52: 
1539- 

The authors reviewed 2,106 cases of goiter on 
which surgery was performed during a period of 20 
years at the Deaconess Hospital, Buffalo, New York. 
A total of 44 malignancies was encountered. There 
were 707 diffuse goiters (697 toxic, 10 nontoxic), and 
1,399 nodular goiters (1,098 toxic, 301 nontoxic). In 
the nodular group 42 cases of carcinoma were found 
on microscopic examination. There were only 6 
carcinomas in toxic glands. | 

The study shows an increasing incidence of malig- 
nancy from 1935 to 1950, in the total number of 
cases of all types of goiter operated on. This in- 
crease holds true for all nodular goiters. The inci- 
dence of carcinoma in all nodular goiters was 1.8 per 
cent in the period from 1935 to 1939 and was 4.47 
per cent in the period from 1945 through 1949. The 
incidence of carcinoma in multiple nodular goiters 
(nontoxic) was 4.7 per cent in the period of 1945 
through 1949 as compared to a 6.6 per cent incidence 
in single nodular nontoxic goiters for the same 
period. Only 1 carcinoma was found in 697 cases of 
toxic diffuse goiter, nor was any case of carcinoma 
in any other part of the body found coexistent with 
thyrotoxicosis during this 20 year study. 

In this series the ratio of carcinomas in females to 
males was 4.5 to 1, while the ratio of all goiters in this 
series was 7.2 females to 1 male. Thus, while the 
incidence of goiter is greater in the female, the 
chances of goiters becoming malignant in the male 
are greater. The average age of the patients was 
47-9 years. The youngest patient was 14 and the 


oldest, 80 years. While the average duration of the 
mass in the cases studied in this series was 8.54 
years, in 2 patients it had been present for over 
40 years. 

In this series of 44 cases of carcinoma, the pre- 
operative diagnosis was correctly made in 25 per 
cent. The symptoms most often encountered, in 
order of frequency, were enlargement of the nodule 
and dyspnea, mostly mild, severe in only 2 cases, 
Dysphagia of varying degrees, slight weight loss, and 
slight nervousness, not related to toxicity, were 
present in more than a few patients. Symptoms 
such as hoarseness, cough, weakness, pain, aphonia, 
etc., were not frequent enough in the majority of 
cases to be of diagnostic value. 

Known metastases were found either at surgery or 
developed later in 38 per cent of the cases. In this 
series, in order of frequency, metastases were found 
in cervical lymph nodes (8), lungs (5), skull (2), 
pelvic bones (1), and cervical spine (1). 

Most of the patients who are still surviving over a 
period of 5 years had lesions of the papillary type. 
None of the patients whose lesions were diagnosed 
preoperatively as definite cancer is surviving. Some 
of those who survived longer than 5 years and lived 
a normal life died later of metastases, after the 
5 year period. Eart O. Latimer, M.D. 


Contribution to the Treatment of the Metastatic 
Lymph Nodes Due to Carcinoma of the Oral 
Cavity and the Face (Zur Therapie der Halsdrue- 
senmetastasen nach Carcinomen der Mundhoehle 
und des Gesichtes). HuBert Kunz. Langenbecks 
Arch. u. Deut. Zschr. Chir., 1952, 271: 363. 


The hospital from which this publication origi- 
nates has one of the oldest departments special- 
izing in radium treatment, equipped with a great 
amount of radium. Consequently its workers have 
had extensive experience. Carcinomas of the oral 
cavity and of the face have been treated success- 
fully by radium because of their accessibility. 
However, similar treatment of the metastatic 
lymph nodes failed. When the treatment was suc- 
cessful there were no metastases in the lymph nodes. 
The failure in the radiation treatment of metastatic 
lymph nodes raised the problem of the best method 
of surgical neck dissection. 

The routine of surgery of carcinoma of the oral 
cavity to be followed by radical] neck dissection 
was developed because of (1) the observation that 
carcinomas of the oral cavity metastasize nearly 
exclusively to the regional lymph glands, remote 
metastases being found in only 1 per cent of the 
cases; (2) Morestin’s suggestion (1898) to treat 
carcinomas of the oral cavity in the same manner 
as those of the mammary glands; (3) Kuettner’s 
findings (1898) that the main gland of the tongue 
lies at the internal jugular vein near the bifurca- 
tion of the carotid artery, the other regional glands 
being the submaxillary, deep cervical, and supra- 
clavicular, and the gland within the tongue between 
the genioglossi muscles (the metastases are found 
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mostly on the side harboring the primary lesion); 
and (4) operations based on removal of these 
glands which lowered the percentage of recurrences 
from 39 to 11 per cent. The disadvantage of the 
last was the high mortality of bilateral neck dis- 
section. Therefore, the surgeons hesitated to per- 
form a prophylactic neck dissection. Kunz himself 
did not do this. 

Crile (1932) suggested and Roux-Berger devel- 
oped the block dissection which was adopted by 
Kunz in his series of cases. Crile’s suggestion was 
to remove the whole lymphatic area in one block 
between the horizontal mandible, the clavicle, the 
anterior edge of the trapezius muscle, and the me- 
dian line. The procedure of Roux-Berger is de- 
scribed in detail. The sternocleidomastoid muscle 
and the internal jugular vein are removed. Kunz 
performed this kind of neck dissection in 52 pa- 
tients, of whom 46 were males and 6 females. All 
of the patients survived the operation except 1 
who died 3 weeks later from erysipelas when peni- 
zillin was not available. The lymph node metas- 
tases in patients operated on for carcinoma devel- 
oped in spite of prophylactic radiation of the neck 
after the operation of the primary carcinoma, or 
they had been present before the operation but 
did not respond to radiation. Of the 52 patients 
operated on, 43 were between 50 and 80 years of 
age. Fifteen cases were carcinomas of the tongue, 
7 of the lip, 8 of the floor of the mouth, and the 
remainder were carcinomas in other sites near the 
mouth. If the neck dissection must be performed 
on both sides an interval of at least 2 or 3 weeks 
should be allowed. The removal of the sterno- 
cleidomastoid muscle has no noteworthy conse- 
quences and the removal of one internal jugular 
vein is well tolerated; even removal of this vein on 
both sides after a longer interval will be tolerated. 

Among the 52 cases there were only 4 with nega- 
tive microscopic findings. Of 25 patients who had 
been operated upon 3 to 5 years previously, 9 are 
free of symptoms (36%). The recurrence becomes 
manifest, as a rule, during the first year after oper- 
ation, therefore some patients who are still free of 
symptoms for a year and longer may increase the 
percentage of cases symptom free for a period of 
3 to 5 years. The results achieved are in favor of 
prophylactic neck dissection of carcinomas of the 
oral cavity. Oscar Hirscu, M.D. 


Surgical Procedure for Lessening the Hazard of 
Carotid Bulb Excision. Joun J. CoNLEy and 
GrEorGE T. Pack. Surgery, 1952, 31: 845. 


The surgical treatment of malignant neoplasms of 
the cervical region requires, in certain instances, re- 
moval of the carotid artery bulb. Formerly, after 
excision of the bulb, ligations of the common, in- 
ternal, and external carotid arteries were performed 
which resulted in a high operative mortality. 

The authors find that when it is necessary to excise 
a section of the carotid artery complex, the procedure 
of anastomosing the ends of the divided external and 


Int.carotida> 





Int corotid, Ext.carotid 


Fig. (Conley, Pack). A, Anastomosis of internal and ex 
ternal carotid arteries. B, Detail. 


internal carotid arteries will decrease the incidence 
of cerebral ischemia, thrombosis, and death. The 
anastomosis allows the blood derived from the ex- 
ternal carotid artery to flow into the internal carotid 
artery and to the circle of Willis. The advantage of 
the free flow of blood between the arteries in either 
direction is an important factor in the prevention of 
internal carotid artery thrombosis. 

The indications for excision of the carotid artery 
bulb are listed and they include: 

1. Postoperative slough of the neck following 
radical surgery when the carotid arteries have become 
exposed and are incorporated in the necrotizing tis- 
sue. 

2. In postirradiation slough of the neck when the 
carotid arteries are exposed. 

3. In extensive carcinomas of the neck with the 
carcinoma invading the walls of the carotid artery. 

4. In certain carotid artery body tumors. 

The technique of the operation is illustrated in 
Figure 1 and will vary somewhat according to the 
local condition necessitating the procedure. In post- 
operative or postirradiation slough it is imperative to 
remove all portions of the affected arteries in order to 
achieve a safe anastomosis. In extensive neoplasms 
involving the arteries, their excision should be 
planned to be in continuity with the radical dissec- 
tion. After division of the arteries, an end-to-end 
anastomosis with mattress sutures of No. oooo silk is 
performed. All patients are heparinized postopera- 
tively. 

The case reports of 4 patients on whom the pro- 
cedure was performed are included. All survived the 
operation and none developed cerebral thrombosis. 

Rosert A. WIsE, M.D. 


Simultaneous Bilateral Radical Neck Dissection. 
H. Mason Morrir. Surgery, 1952, 31: 216. 


Since “radical neck dissection” has now come to 
include almost routine sacrifice of the internal jugu- 
lar vein with all its tributaries, the investigation of 
bilateral interruption of the internal jugular systems 
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warrants exploration because there are certain cases 
in which this operation offers the only hope of cure. 

The authors reviewed the literature on the subject 
and presented one case in which this operation was 
performed. The danger of immediate mortality fol- 
lowing the procedure results from postoperative 
edema producing respiratory obstruction. This can 
be surmounted by a routine tracheostomy to serve 
until the edema has subsided. Routine checks of the 
cerebral spinal fluid pressures are indicated when- 
ever an acute interruption of the venous return is 
necessary. Sufficient spinal fluid should be drained, 
as indicated, in order to keep pressures normal. If 
these two measures are carried out the patient will 
survive this surgical procedure. 

Ropert Mayo TeNery, M.D. 


Injuries to the Accessory Nerve in Operations of the 
Neck (Accessoriuslaesion bei operativen Eingriffen 
am Hals). H. G. PFIsTERER. Langenbecks Arch. wu. 
Deut. Zschr. Chir., 1952, 271: 441. 


The surgeon performing a neck operation tries 
to make the scar as inconspicuous as possible, but 
the view of the operating field as distinct as pos- 
sible. Among the-lesions that may occur, that of 
the vagus is rare. A unilateral lesion of the vagus 
is not dangerous but a bilateral one may lead to 
fatal syncope. Lesions of the sympathicus are rare 
also, but lesions of the accessory nerve are not. 


Even after minor operations, for instance after a 
biopsy, a paresis of the trapezius muscle is likely to 
occur. 

Pfisterer recalls the variations of the anatomy 
of the accessory nerve and its association with the 
cervical plexus, and the innervation of the tra- 
pezius muscle by both the accessory nerve and the 
cervical nerves. A transsection of both the acces- 
sory and the cervical nerves cannot happen easily 
because the latter are deeply located. The symp- 
toms of transsection of the accessory nerve vary, 
depending on whether the nerve was normal or 
whether it was injured before the transsection. If 
the accessory nerve was damaged before the trans- 
section, the cervical nerves had time for taking 
over to some extent the innervation of the muscles, 
and the paresis of the trapezius is barely apparent. 
If, on the other hand, an intact accessory nerve 
has been transsected, paresis of the trapezius im- 
mediately becomes apparent in at least two-thirds 
of the cases. 

However, the prognosis for recovery depends 
upon the mentioned innervation by the cervical 
nerves. Early exercises and the will for recovery 
are of importance. With regard to medicolegal 
claims of the patient, such claims are likely to be 
refused if the injury happened during the indicated 
operation which generally does not include a cos- 
metic operation. Oscar Hirscu, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Acute Craniocerebral Injuries. C. G. pE GuTi£RREz 
MAHONEY and FRANKLIN RoBINSON. Surg. Clin. N. 
America, 1952, 32: 471. 

The authors examined the brains of 4 patients in 
whom death had occurred from 12 to 48 hours after 
injury to the head. These brains manifested no ex- 
tensive lacerations or contusions. Studies were 
made from parts of the brain which appeared to be 
normal in the gross. In addition to previously re- 
ported changes in the small blood vessels of the brain 
there were found to be changes in all elements of the 
neurons including a disorganization of the normal 
Nissl architecture. The neurons appeared to be 
motheaten, an excess of lipoids was demonstrated 
within the cells, and spotty areas of demyelinization 
were demonstrated. Fracture of axis cylinders and 
the appearance of abnormal forms with bulbs and 
curiously shaped figures could be seen. Similar 
findings were noted in the brains of dogs which had 
been subjected to a sharp blow on the head, followed 
by unconsciousness. It appeared from these studies 
that unconsciousness resulting from head injury 
could be attributed to the diffuse physical and func- 
tional loss of a certain percentage of the total nervous 
elements. This was the fundamental pathologic ex- 
planation for unconsciousness. In the light of these 
findings a change in attitude in the management of 
head injuries occurred, and a report of 700 consecu- 
tive acute head injuries was made. 

An overall patient mortality rate of 8.6 per cent 
was noted. Nonoperative measures in the handling 
of the injuries consisted of adequate nursing care, 
which emphasized maintenance of a satisfactory lung 
aeration, care of the skin, provision of ample fluids 
and nourishment, and the control of hyperthermia. 
The appearance of delirium tremens was treated by 
the use of sedatives, cold packs, and parenteral vita- 
min therapy. Lumbar puncture was used primarily 
for diagnostic purposes. The length of bed rest was 
individualized. 

Surgical intervention was carried out for the fol- 
lowing indications: (1) extensive laceration of the 
scalp; (2) compound depressed skull fracture; 
(3) simple depressed fracture of 1 cm. or greater; 
(4) extradural hemorrhage; (5) failure to recover 
from unconsciousness or increasing depth of coma 
with progressive lateralizing signs; and (6) explor- 
atory trephination in selected cases in which the 
clinical picture was one of progressive failure with 
deepening coma and evidence of increased intra- 
cranial pressure without localizing neurologic signs. 
The 700 patients were divided into 3 groups, depend- 
ing upon the severity of injury. 

In the first two groups there was no mortality. In 
the third group of 115 patients, 52 per cent expired. 
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These cases consisted of patients who had received 
severe trauma followed by prolonged periods of un- 
consciousness. The patients were frequently in deep 
surgical shock at the time of admission, and, on the 
whole, the group showed fluctuating vital signs, 
demonstrated a profusion of abnormal neurologic 
findings, required frequent surgical intervention, and 
suffered many complications. Twelve patients who 
did not present other associated injuries demon- 
strated signs of surgical shock at the time of admis- 
sion. Skull fractures were demonstrated in 83 of the 
I1§ patients with severe injuries. Acute subdural or 
extradural hemorrhage was treated surgically, with 
success in 15 cases and death in the same number of 
cases. 

The important findings in the 22 fatal cases of the 
operative group included acute subdural hemor- 
rhage, acute extradural hemorrhage, compound de- 
pressed fractures with dural and brain laceration, 
bilateral brain contusion, and subcortical hematoma. 

The important findings in the 37 fatal cases of the 
nonoperative group included extensive laceration or 
contusion of the brain, acute subdural hemorrhage, 
subcortical hematoma, edema of the brain, compres- 
sion and laceration of the upper cervical cord, and 7 
patients in whom cause of death was unknown. 

Within the first 8 hours, 11 patients died from 
shock and 3 from respiratory failure. Between 8 and 
48 hours after injury, 7 patients died from shock, 4 
from hyperthermia, and 11 from respiratory failure. 
After a period of 48 hours, 2 patients died from 
shock, 13 from hyperthermia, 1 from respiratory 
failure, and 3 from bronchial pneumonia. 

W. EuGENE STERN, M.D. 


Degrees of Recovery Following Prolonged Post- 
traumatic Coma. ELpripGEe CAMPBELL and Ros- 
ERT D. WHITFIELD. Ann. Surg., 1952, 135: 899. 


In a valuable review of the outcome in 14 patients 
with head injury who were unconscious for 15 days 
or more, the authors point out that complete re- 
covery from this distressing state is possible. This 
group of patients with prolonged posttraumatic 
coma were collected from a series of 718 consecutive 
cases of head injury. After discussing the general 
principles of treatment, including ward care, nursing 
care, food and fluid balance, and surgical interven- 
tion for hematomas, the authors divide their cases 
into four groups. 

Group I consisted of 3 patients making a good re- 
covery, that is, they were seemingly well both 
mentally and physically. The period of uncon- 
sciousness for these 3 patients was 28, 19 and 28 
days, respectively. Groups II, III, and IV consisted 
of patients in whom recovery was fair or poor or the 
patient died; there were 5, 4 and 2 patients respec- 
tively. In comparing the good group with the 3 
other groups the authors found no correlation be- 
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tween the age, the duration of unconsciousness, or 
the type of injury. 

There did seem to be some tendency of the younger 
patients to make a better recovery; however, this 
difference was not statistically significant. It is 
interesting to note that bilateral extensor rigidity, 
usually considered a very poor prognostic sign, oc- 
curred in 7 of these 14 patients, some of them being 
in the group with the best recoveries. 

The most important conclusion to be drawn from 
this excellent article is that cerebral trauma of suf- 
ficient severity to produce prolonged unconscious- 
ness does not necessarily result in crippling mental 
or physical defects. JosepH Ransouorr, M.D. 


The Surgical Treatment of Focal Epilepsy in Con- 
ditions Other Than Brain Tumors. GILBERT 
Horrax and Epmunp M. Fountain. Surg. Clin. N. 
America, 1952, 32: 771. 

Penfield and his associates have published several 
articles since 1930, which deal with the surgical 
treatment of focal epilepsy in conditions other than 
brain tumors. The monograph with Erickson (1941) 
indicates what can be done in a highly organized 
clinic dealing with these lesions. By comparison, 
this article concerns 56 cases of focal epilepsy of 
which it was possible to obtain adequate follow-up 
studies for 2 to 16 years or more. All 56 patients 
were operated on originally with 1 death during the 
hospital stay, a mortality of 1.7 per cent. 

The seizures were caused by a variety of agents, 
of which trauma was the most important. Preoper- 
ative study included air encephalography and, in the 
last decade, electroencephalography. All cases were 
refractory to medical management at the time of 
operation. Facilities for electrocorticograms were 
not available. Subpial cortical excision was the 
procedure of choice, but care was exercised not to 
produce additional motor neurological deficits. In 
26 cases, cortical areas with or without scars were 
excised and in g cases lysis of adhesions, removal of 
thickened arachnoid, or both was carried out. In 5 
cases an arachnoid cyst was opened. Temporal lobe 
scars seemed to respond most favorably. 

The difficulty is to evaluate the surgical results 
because of the recent phlethoras of anticonvulsants 
now used. However, the patients who were able to 
go for 2 to 14 years without any medication were 
considered to be markedly benefited by the surgical 
intervention. When one considers that the patients 
were all epileptics who had at least one convulsion a 
week, and some several a day, the results are excel- 
lent. Slightly more than one-third are seizure-free, 
while 74 per cent have definitely been benefited. 
These results compare favorably with those of 
clinics in which the electrocorticogram is used to 
locate the firing area. This may be in the region of, 
although not necessarily, the cortical scar. The 
results suggest that the surgical treatment of focal 
epilepsy may be carried out without highly elabo- 
rate technical facilities. 

ADRIEN VER BRUGGHEN, M.D. 


Large Encephalocele Following Otogenous Cere- 
bellar Abscess and Its Protection by an ‘“‘Ar- 
mored”’ Graft. A. Rétut. Brit. J. Plast. Surg., 
1952, 5: 60. 

The author reports a case of extradural abscess 
associated with a cholesteatoma and thrombosis of 
the lateral sinus. Operation was undertaken. The 
affected material was drained and the lateral sinus 
was opened. A second operation was required and 
subsequently a good-sized encephalocele developed. 
Conservative treatment with spinal puncture and 
pressure was of no help. It was considered impos- 
sible to effect a satisfactory plastic closure because 
the herniation had no definite sac. 

In order to prevent repeated trauma, a plastic 
procedure was undertaken and the area was covered 
with a cartilaginous graft from the rib, then covered 
by a skin pouch fashioned from the area between the 
clavicle and the nipple, later transposed upward 
beneath the flap in the cervical region, and finally 
anchored at the upper and lower ends of the en- 
cephalocele. The procedure was done in three stages. 

Thus, a bridge-like protective flap containing 
cartilage covered by skin was used as a protective 
mechanism over the encephalocele. 

Howarp A. Brown, M.D. 


Subjective and Objective Criteria in the Diagnosis 
of Meningiomas of the Brain, with Remarks 
as to Mortality and Useful Survival. GILBERT 
Horrax and RIicuarp E. STRAIN. Ann. Surg., 1952, 
135: 892. 

Horrax and Strain, in reviewing the diagnostic 
characteristics of 115 cases of meningioma, point out 
the importance of making an early diagnosis of these 
benign tumors. 

The initial symptoms and their average duration 
were as follows: 








Average duration 
16 months 
36 months 
28 months 
15 months 


Symptoms No. of patients 
Headache 37 


Visual disturbances 32 











Convulsions 25 
Localized weakness 8 


Loss of sense of smell 4 








7% years 





Ataxia 4 7 months 


Other 5 _- 














Special diagnostic aids in these tumors were 
roentgenograms of the skull, protein content of the 
cerebrospinal fluid, and air studies. Angiography 
has recently come into frequent use in examining 
individuals suspected of harboring meningiomas and 
has proved valuable both diagnostically and as an 
aid to operative approach. 

The operative mortality among 168 patients with 
meningiomas of the brain at the Lahey Clinic from 
1933 through 1946 was 13.6 per cent, but during the 
5 year period from 1942 to 1946, inclusive, this mor- 
tality was reduced to 7.9 per cent. Seventy-eight 
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per cent of the patients surviving operation have 
lived from 5 to 18 years and of the 5-year survivors, 
85 per cent were living useful lives up to the time of 
their last report or until their death. 

JosePpH Ransouorr, M.D. 


Metastatic Brain Tumors. Clinical Experience with 
97 Cases (Uber Metastatische Hirntumoren. Kli- 
nische Erfahrungen an einem Material von 97 
Fallen). Hernricu Litt. Wien. med. Wschr., 
1952, 102: 277-278. 

The author reviews the material from the Univer- 
sity Clinic at Vienna from 1939 to 1948. The inci- 
dence of 97 metastatic tumors among ¢54 brain 
tumors is in the upper range of similar figures quoted 
in the literature. Such a high incidence warrants a 
consideration of diagnosis and treatment of these 
lesions. There were 57 men and 40 women. The 
average age was 49.5 years. The primary tumor 
could be found in 61 per cent of the cases. Broncho- 
genic carcinoma was responsible for 34 cases, 29 of 
which were in men. Hypernephroma was respon- 
sible in 8 cases, carcinoma of the breast in 5, and 
carcinoma of the large bowel in 3 cases. Carcinoma 
of the thyroid, prostate, and uterus were each re- 
sponsible for 2 cases, and chorioepithelioma, melano- 
blastoma, and endothelioma of the pleura were each 
responsible for 1 case. The lesions were multiple in 
35 instances. In 42 cases the lesions were localized 
in the cerebral hemisphere; in 16 cases they were 
localized in the posterior fossa. 

The clinical diagnosis of a metastatic lesion was 
considered difficult since a correct diagnosis occurred 
in only 23 cases. The remaining 74 cases were dis- 
covered at operation or at autopsy. Among 94 pa- 
tients, 55 per cent had had complaints for less than 
2 months, and 8g per cent for less than 6 months. 
The authors believe that metastatic tumors should 
be suspected if air studies or arteriography reveal 
multiple lesions, if the neurological picture cannot be 
explained on the basis of a single lesion, if there is 
roentgenologic evidence of metastatic lesions of the 
skull, if primary or secondary malignancies are evi- 
denced elsewhere in the body, or if there is a history 
of a previous operation for malignant disease. 

Sixty-four patients were operated upon. Thirty- 
three patients were refused operation because of the 
certainty of the metastatic lesions or because of the 
poor condition of the patient. Total or partial extir- 
pation was followed by death within 4 weeks in from 
35 to 38 per cent of such cases. Palliative decom- 
pression carried a mortality rate of 46 per cent within 
the first 4 weeks. By contrast, the percentage of sur- 
vival beyond 1 month was similar in each group 
irrespective of whether total or partial extirpation or 
palliative decompression was performed. Radical 
excision, therefore, is not followed by a significantly 
superior long term survival over other procedures. 
Those patients submitted to operation had a higher 
percentage of multiple lesions than the entire series. 
The presence of such multiple lesions which were 
unexcised, and the attendant brain swelling at the 
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time of the surgical procedure were considered re- 
sponsible by the author for the high postoperative 
mortality rate. 

Since each of the operative procedures resulted in 
striking symptomatic relief of headache and other 
symptoms, the author concludes that when the gen- 
eral condition of the patient permits it, some form 
of decompressive procedure should be undertaken 
in this disease. W. EuceEne STERN, M.D. 


Facial Paralysis. RAGNAR MULier. Acta med. scand., 
1952, 142: 284. 

The author reviews the cases of 209 patients who 
had been treated for so-called idiopathic peripheral 
facial paralysis (Bell’s palsy) during the period from 
1930 to 1940. Patients over 4o years of age were not 
included. All patients had a recent paralysis, and 15 
had had at least one previous bout of Bell’s palsy. 
Questionnaires were answered and returned by 203 
patients. Only 3 patients had symptoms suggestive 
of disseminated sclerosis and further follow-up 
examination did not establish a positive diagnosis of 
this condition. It was concluded that Bell’s palsy is 
very rarely dependent upon the presence of dissem- 
inated sclerosis. 

Over a 15 year period, recurrence of paralysis was 
found in 13 per cent of the cases. Edema of the face 
and plicated tongue were found fairly frequently in 
patients with recurrent paralysis. In the author’s 
opinion, the recurrence often was of familial char- 
acter. 

Conservative treatment was pursued with some 
electrical stimulation. In 97 per cent of the cases, 
the patients had a complete return of function or had 
only slight residual signs. 

Surgical intervention was suggested if the end 
results were unsatisfactory after a period of 9 months. 

Howarp A. Brown. M.D. 


SPINAL CORD AND ITS COVERINGS 


Anterior Herniation of a Ruptured Lumbar Inter- 
vertebral Disc. RALPH B. CLowarp. Arch. Surg., 
1952, 64: 457. 

Cloward feels that the “concealed” disc of 
Dandy, characterized by recurring low back signs 
without neurological changes, has been neglected as 
a clinical entity. Radiography, coupled with the 
author’s method of complete disc removal and in- 
tervertebral fusion has clarified the syndrome and 
greatly improved the results over those obtained 
with the traditional approach. Using his vertebral 
spreader to separate the bodies, he has visualized 
what he terms “anterior herniation of the disc” and 
has been able to deal effectively with it. 

A detailed report is given of a case in which such 
a lesion was responsible for an atypical low back 
syndrome. Cloward apparently uses the term “an- 
terior herniation” to describe disc fragments lying 
in the anterior portion of the intervertebral space, as 
he states that the anterior longitudinal ligament was 
not torn. 
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On occasion, using his special techniques, he has 
found large free disc fragments in the intervertebral 
space, which he suggests may act as wedges responsi- 
ble for the scoliotic tilt so frequently present in acute 
low back disorders. 

Epwarp B. ScHLESINGER, M.D. 


Indications for Operation in Disc Lesions in the 
Lumbosacral Spine. J. ALBERT Key. Ann. Surg., 
1952, 135: 886. 

The almost universally accepted ‘‘conservative”’ 
approach toward operations on disc lesions in the 
lumbosacral spine is well summarized in this succinct 
article. The author points out that no hard and fast 
rules can be formulated regarding the indications for 
surgery. After all of the factors are considered, such 
as age, duration of symptoms, and the patient’s 
emotional stability, one should still insist on a full 
month of conservative therapy before operation. 
The best results are usually obtained when the pa- 
tient is having acute pain and disability. 

Conservative therapy, according to the author, 
consists mainly of rest and time. Myelography is 
used mainly as an aid in accurate localization and 
not as a diagnostic tool. The diagnosis is based 
more strongly on the history and physical findings. 

JosepH Ransounorr, M.D. 


MISCELLANEOUS 


The Use of Sciatic Nerve Block for Producing Vaso- 
dilatation of the Lower Extremity; Compara- 
tive Study with Paravertebral Lumbar Sympa- 
thetic Ganglion Block. Mitton J. MARMER. 
Anesthesiology, 1952, 13: 207. 

A study of the anatomy of the vasoconstrictor 
fibers in the lower extremity and of cases recorded 
in the literature indicates that peripheral sciatic 
nerve block is followed by vasodilatation in the 
lower limb. The author attempted to compare the 
efficacy of peripheral sciatic nerve block with para- 
vertebral lumbar ganglionated chain block. Forty- 
two sciatic nerve blocks were compared with 11 


paravertebral lumbar sympathetic blocks. The 
patients were placed in a room in which the tempera- 
ture was relatively constant, with their limbs ex- 
posed for 30 minutes before injections. Skin 
temperatures were recorded on the.heel, toes, and 
ankle. Following the nerve blocks, temperatures 
were recorded from these areas at five-minute inter- 
vals for one hour. In 4 instances paravertebral 
block was performed within minutes of the sciatic 
block on the other side, and in the other instances 
the two blocks were performed at widely separated 
times. 

To inject the sciatic nerve, the midpoint of a line 
connecting the uppermost portion of the greater 
trochanter and the posterior superior iliac spine is 
located as the patient lies on his side with the in- 
jected side uppermost, and the thigh flexed to an 
angle of 135 degrees with the trunk. Three centi- 
meters below the above midpoint, on a line per- 
pendicular to the first, a skin wheal is made. The 
needle is directed downwards to a depth of 5 to 
8 cm., to the region of the ischial spine. Paresthesias 
may be obtained in this region where the sciatic 
nerve crosses the bony spine. Paravertebral sym- 
pathetic nerve block was performed according to the 
standard methods. 

From a comparison of the temperature records, 
the author concluded that sciatic nerve block was as 
effective as lumbar sympathetic block in increasing 
the temperature of the foot, and at times the amount 
of vasodilatation was greater with sciatic block than 
with paravertebral block. In the 4 cases in which 
the sympathetic block was performed almost simul- 
taneously with the sciatic block, the rise in tem- 
perature in the foot was more rapid, more sustained, 
and greater with sciatic block than with lumbar 
sympathetic block. Lumbar sympathetic block was 
more painful to the patients and in 1 case, that of a 
63 year old man, was followed by hemiplegia. The 
paresthesias and motor paralysis attendant upon 
the sciatic nerve block were not found objectionable. 
No complications occurred with sciatic nerve blocks. 

W. EucEnE STERN, M.D. 
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CHEST WALL AND BREAST 


Cancer of the Breast. D. W. SmitHers, P. RicBy- 
Jones, D. A. G. GALTON, and P. M. Payne. Brit. J. 
Radiol., 1952, Supp. 4. 

This monograph is a review of the entire series of 
patients with cancer of the breast seen at the Royal 
Cancer Hospital between the years 1937 and 1952. 
In reviewing the literature of cancer of the breast, 
the authors have deliberately omitted from the ref- 
erences any mention of work not directly related to 
this disease in humans. This entire monograph is a 
carefully prepared and factual report of the results 
obtained in one hospital. 

Part I deals with predisposing factors and the fol- 
lowing conclusions are reached. 

1. There is a steady downward trend in the mortal- 
ity rate from breast cancer in England and Wales, 
after correction for changes in the age distribution of 
the female population. Approximately 3 in every 
100 women who reach 40 years of age in these coun- 
tries may at present expect to die from this disease. 

2. The hereditary influences in the development of 
human breast cancer are complex in action, but, like 
similar inherited tendencies in mice, would seem to 
be specific for cancer at this site rather than general 
for malignant disease as a whole. 

3. Social class and occupation have, in themselves, 
no demonstrable effect upon the incidence of the dis- 
ease but are often linked with such things as child- 
bearing, breast-feeding, and nutrition, which prob- 
ably have an effect upon the incidence. 

4. The state of hormone balance over long periods 
plays a part in the development of breast cancer. No 
definite variations in the age of onset or cessation of 
menstruation or the total duration of menstrual life 
have been established between those who do and 
those who do not develop this disease. The excessive 
production or diminished excretion of estrogens from 
whatever cause may play some part, as may the pro- 
longed administration of estrogens therapeutically in 
rare cases. Further study is necessary to determine 
whether castration in early life affords some protec- 
tion against the later development of breast cancer. 

5. Cystic hyperplasia is commonly associated with 
breast cancer but the more significant pathologic 
changes are seldom the more obvious ones clinically. 
Cancer of multicentric origin in one breast and bi- 
lateral primary breast tumors are frequently found. 

6. The uneven site distribution of primary breast 
cancers has not been satisfactorily explained; it may 
be due to no more than the relative amounts of 
breast tissue present but might bear some relation- 
ship to trauma, among other factors. 

7. There is no evidence on which to assess the like- 
lihood of the presence of a nongenic hereditary milk 
factor in the production of human breast cancer in 


breast-fed children, but there is some evidence to sug- 
gest that failure to breast-feed children may predis- 
pose to the development of the disease in the mother. 

Part II is concerned with factors influencing the 
prognosis and the conclusions may be summarized as 
follows. 

1. The most important consideration in assessing 
the prognosis for patients with carcinoma of the 
breast is the stage of advancement of the disease at 
the time of first treatment. While this is related to 
the intelligence and temperament of the patient and 
the good sense and initiative of the doctor, it is 
largely dependent on the rate of growth and ten- 
dency to dissemination of the tumor, that is, to its 
degree of malignancy which is linked to its histolog- 
ical grade. In other words, the most important 
factor in prognosis in patients with breast cancer is 
the character of the tumors they develop. 

2. Duration of symptoms is important for the pa- 
tients with the more active tumors and the prognosis 
becomes rapidly worse for durations longer than 3 
months. It is of less importance for patients with the 
more slowly growing tumors, and some of them, each 
with a history longer than the normal expectation of 
life of others with untreated active tumors, may sur- 
vive for many years. 

3. Tumors developing during pregnancy or lacta- 
tion are especially serious since their activity tends to 
be high, but an occasional tumor with low activity 
does occur in this group and these patients may then 
be treated successfully. Patients who have been suc- 
cessfully treated for breast cancer and show no sign 
of recurrence for 3 years or more may then some- 
times pass through one or more pregnancies without 
ill effect. 

4. There is no good evidence that the activity of 
breast tumors varies greatly with age; the slight vari- 
ation that may exist is offset by other factors so that 
the prognosis in the young is comparatively good, is 
worse in the postmenopausal group, improves again 
in the sixties and seventies, and worsens once more 
in old age. 

5. Patients with tumors in the inner half of the 
breast have a worse prognosis than those with tumors 
in the outer half, the better clinical stage distribution 
of inner-half tumors being illusory and their treat- 
ment less efficient. 

Part III discusses the results of treatment. 

1. If any real benefit is to be gained from reviews 
of the results obtained in the treatment of breast 
cancer, much more care and uniformity in recording 
and presenting data must be achieved. Important 
factors other than treatment which influence the 
prognosis must be taken into account, especially the 
degree of activity of the tumors, the stage distribu- 
tion of the material, the methods of selection, and 
the years during which the patients were treated. 
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International agreement on methods of staging and 
of presentation of results in breast cancer is required. 

2. No results should be presented which do not 
give the total number of new patients seen with the 
disease during the period concerned, whether treated 
or not treated at the hospital or sent for treatment 
elsewhere. The absolute survival rate on this total 
group (all patients lost sight of being regarded as 
dead) should always be stated before any subgroups 
are considered or any special statistical methods ap- 
plied. The survival rates should be given for annual 
intervals and not only at 5 years, and “recurrence- 
free” rates should be stated as well. 

3. Comparison of overall results obtained in the 
best treatment centers which do provide the basic 
data on which absolute survival rates can be calcu- 
lated show that a steady improvement has occurred 
over the years but do not yet provide conclusive evi- 
dence that the slight differences observed in groups 
treated at about the same time are due to the treat- 
ment methods advocated and not to variations in the 
material treated. When the results are broken down 
into groups a number of interesting suggestions ap- 
pear and it is greatly to be regretted that lack of uni- 
formity in staging and presentation make it difficult 
to draw reliable conclusions. 

4. There would be less difficulty in deciding on the 
best method of treatment for each patient with can- 
cer of the breast if we knew the exact limits of spread 
of the disease and the degree of malignancy of the 
tumor. There are only a number of indirect methods 
of gauging the former and the present methods of as- 
sessing the latter are only to be relied on after the 
breast has been removed, though the information is 
required before. It is possible that radioactive iso- 
tope studies may one day provide evidence as to ex- 
tent and direction of spread and also of degree of 
tumor activity...A notable advance in prescribing 
treatment woufd result if this were so. 

5. Operation on the primary nodes, and almost cer- 
tainly on the axillary nodes as well, is more effective 
than radiotherapy in eradicating the disease but ra- 
diotherapy does eradicate it in a proportion of cases 
and delays the progress of the disease when it fails to 
eradicate, whereas unsuccessful surgery tends to 
make matters worse. 

6. Stricter criteria of operability for radical mas- 
tectomy, improved radiotherapy combined with lo- 
cal mastectomy, and preoperative irradiation com- 
bined with radical mastectomy have all tended to 
improve the survival rate. Further developments 
based on an estimation of the prognosis in each pa- 
tient and the selection of treatment method best 
suited to her needs might improve the absolute sur- 
vival rate to 75 per cent for Stages I and II, and to 
25 per cent for Stages III and IV, which is about 50 
per cent for all patients seen with the stage distribu- 
tion with which we are usually presented today. 
Hormone therapy and castration are sometimes val- 
uable aids to palliation and may also help by gaining 
time for other treatments in the later stages of the 
disease but before widespread dissemination occurs. 


7. Much of the improvement in results taking 
place in many of the larger treatment centers is due 
to the fact that more patients are coming for treat- 
ment while still in a comparatively early stage of the 
disease. In a few it is due to the selection of an in- 
creasing proportion of those patients whose tumors 
are of a less active character. If 75 per cent of all 
patients with breast cancer were treated while still in 
Stages I and II, the absolute 5 year survival rate for 
all the patients seen with this disease might be raised 
to over 60 per cent merely by employing to the best 
advantage the treatment methods already available, 
This may not be as easy to achieve as some propa- 
gandists believe, since the stage of the disease when 
the patient is first seen depends so much on the na- 
ture of the tumor she has, being an indication of de- 
gree of malignancy which is not susceptible to edu- 
cational programs. 

There is an appendix giving the method of calcu- 
lating the actuarial survival rates used by the au- 
thors. This was described by Stocks (1949-50). 

Eart O. LATIMER, M.D. 


The Problem of Hormonal Treatment of Carci- 
noma of the Female Breast (Zur Frage der Hor- 
monbehandlung des weiblichen Mammacarcinoms), 
B. BREITNER and E. RuCKENSTEINER. Langenbecks 
Arch. u. Deut. Zschr. Chir., 1952, 271: 199. 


In 155 cases, carcinoma of the breast was treated 
by operation and irradiation only, while in 126 cases 
the surgical procedure and irradiation were supple- 
mented with hormone therapy. In to patients 
castration was employed; in 56 patients oral admini- 
stration of a male hormone (perandren) was fol- 
lowed by implantation of pellets and in 60 patients 
both methods, namely, castration and implantation 
of hormones, were employed. 

Castration or the administration of male hormones 
had a decidedly beneficial effect on these women, as 
far as appearance of metastases was concerned. On 
the other hand, alleviation of pain was not as pro- 
nounced as in men with carcinoma of the prostate, 
who have been treated with female hormones. 

The authors conclude that early administration of 
male hormones after operation for cancer of the 
breast prolongs life and delays the appearance of 
metastases. JosepH K. Narat, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Study of Neoplastic Cells in the Expectoration of 
Bronchial Carcinoma (La recherche des cellules 
néoplastiques dans l’expectoration au cours des 
cancers bronchiques). H. Brocarp and G.-H. La- 
VERGNE. Presse méd., 1952, 60: 730. 


The authors report their experiences with the 
cytologic diagnosis of sputum after the Papanicolaou 
method in a series of 154 cases of suspected bronchial 
carcinoma. In 50 of the 154 patients cancer was 
present; the remaining patients suffered from vari- 
ous other (not carcinomatous) conditions. In 32 of 
the 50 positive cases the diagnosis was made by 
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cytologic examination of the sputum and was con- 
firmed by the subsequent development. To show the 
dependability of the method, the authors emphasize 
that in no case was a false positive diagnosis made. 

The technique of collecting and examining the 
sputum is described briefly, and the histologic char- 
acteristics of the cancer cells are discussed in detail. 
Excellent polychrome photomicrographs show typi- 
cal noncancerous and cancerous cells found in the 
sputum. 

Part of the material was collected by broncho- 
scopy and aspiration; however, the authors state that 
the material obtained by spontaneous expectoration 
gave better results than that collected by aspiration. 

WERNER M. Sormitz, M.D. 


Contribution to Chemotherapy of the Effusion in 
the Pleural Cavity (Pleuritic Exudates) Caused 
by Cancer (Zur Chemotherapie Krebsbedingter 
Pleuraexsudate). K. H. BAver. Langenbecks Arch. 
u. Deut. Zschr. Chir., 1952, 271: 253. 


The effusion into the pleural cavity can develop 
by the way of the blood stream if the carcinoma is 
remote, by way of the lymphatic vessels if the 
carcinoma is in the neighboring cavities (abdomen, 
thorax, neck), or by direct invasion of the car- 
cinoma of the lungs, bronchi, breasts, or of the 
pleura itself. For this type of effusion into the pleu- 
ral cavity no satisfactory treatment has been de- 
veloped. 

Bauer started treatment with a carcinokolytic 
substance, ‘‘Stickstofflost,’”’ which is a preparation 
also called dichloren. The fluid in the pleural cav- 
ity is aspirated with a syringe every 4 or 5 days in 
order to empty the pleural cavity as much as pos- 
sible. The entering of air which would separate 
the pleural layers must be prevented, because the 
drug would not reach the surfaces of the pleura. 
At the end of the aspiration a freshly prepared 
solution of 5 to ro mgm. of dichloren in 10 c.c. of 
double distilled water is injected. Finally, the in- 
jection canal in the skin and muscle is rinsed with 
sodium chloride solution in order to remove the 
remaining drug. 

The examination of the cells of the pleural ef- 
fusion and of the endothelial cells of the pleura it- 
self shows signs of disintegration. The pleural lin- 
ings react to dichloren by exudation, which leads to 
the complete adhesion of both pleural linings. In 
consequence, the effusion disappears and also the 
dyspnea caused by it. The disappearance of the 
effusion can be checked with x-rays, and the 
changes due to the drug can be checked by micro- 
scopic examination of the fluid cells. 

Bauer has treated 21 patients by this method 
and was successful in 12, or two-thirds, of all the 
cases. Seven patients showed only temporary im- 
provement; 1 patient received only 1 injection. 
The average number of aspirations and injections 
was between 4 and 7. If the pleural lining became 
adherent and the cavity was obliterated a recur- 
rence failed to develop; this was proved in 2 cases 
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by autopsies. In the 9 cases in which the treat- 
ment was successful, the effusion was due to cancer 
of the mammary glands; in the other 3 cases it was 
due to Hodgkin’s disease, metastases of the lung, 
and hypernephroma. The treatment is sympto- 
matic for a complication in which we are powerless 
and frees the patient from dyspnea. 
Oscar Hirscu, M.D. 


HEART AND PERICARDIUM 


Present Status of Cardiovascular Surgery. C. Rot- 
Lins HANLON. J. Am. M. Ass., 1952, 149: I. 


The author reviews recent advances in the surgery 
of the heart and contiguous great blood vessels. The 
lesions for which surgery has been advocated are 
classified as follows: (A) congenital anomalies such 
as (1) patent ductus arteriosus, (2) coarctation of 
the aorta, (3) aortic rings and other vascular 
anomalies, (4) septal defects, and (5) cyanotic heart 
disease (including the tetralogy of Fallot, pure 
pulmonary stenosis, and transposition of the great 
vessels) ; and (B) acquired cardiovascular conditions, 
such as (1) tumors of the heart, (2) foreign bodies 
in the heart, (3) wounds of the heart, (4) suppura- 
tive pericarditis, (5) constrictive pericarditis, (6) 
coronary insufficiency, and (7) valvular lesions such 
as mitral and aortic stenosis. 

In patent ductus arteriosus the typical machinery 
murmur may be absent when the ductus is large and 
pulmonary hypertension is present. Cardiac cathe- 
terization or aortography may then be necessary 
for diagnosis. The initial technique of simple liga- 
tion of the ductus has now been supplanted by 
either multiple suture ligation or by complete di- 
vision. 

In coarctation of the aorta the usual sharply 
localized narrowing just beyond the grigin of the left 
subclavian artery may be treated successfully by 
resection of the narrowed segment and end-to-end 
anastomosis of the aorta. More diffuse areas of co- 
arctation may necessitate the use of the left sub- 
clavian artery or preserved aortic grafts from suit- 
able autopsy material. 

In aortic rings and other vascular anomalies a 
double aortic arch generally presents symptoms of 
respiratory obstruction in infants below the age of 6 
months. In the first 841 patients with the pre- 
sumptive diagnosis of congenital stenosis, in whom 
exploration was carried out, Blalock and his as- 
sociates encountered variations of an aortic ring in 
40 instances. 

In intracardiac septal defects the surgical closure 
of both interauricular and interventricular septal 
defects in patients was first reported by Gordon 
Murray in 1948. Murray’s technique includes the 
passage of fascial sutures through the heart to form 
a curtain of interlacing strands. 

In cyanotic heart disease in general, it may be 
stated that the formation of an extracardiac shunt 
for the tetralogy of Fallot is carried out in good risk 
patients with an immediate mortality of less than 10 
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per cent and with considerable symptomatic relief. 
In “pure” or “isolated” pulmonary stenosis the 
Brock operation has been carried out with increas- 
ing frequency. Brock has reported a mortality of 18 
per cent in 22 patients. 

Surgical removal of tumors of the heart at the 
present time seems unlikely to offer a very produc- 
tive field of endeavor. 

The indications and technique for removal of 
foreign bodies in the heart have been given by 
Harken, who removed 13 such missiles without a 
death. 

Twenty cases of either stab or bullet wounds of 
the heart have been accumulated by Ravitch and 
Blalock; in all of these aspiration has been success- 
ful. On the other hand, many experienced surgeons 
still believe that cardiorrhaphy will be necessary in 
most cases. 

The best results in the treatment of suppurative 
pericarditis are obtained from combined surgical 
drainage and antibiotic therapy. 

Probably most instances of chronic constrictive 
pericarditis are secondary to tuberculosis. Recent 
reports indicate that successful operations for re- 
moval of the constricting pericardium can be per- 
formed when the process is active, and that opera- 
tion should be performed as soon as constriction is 
manifest. 

In coronary insufficiency Beck has attempted to 
revascularize the heart by means of a free vein graft 
between the aorta and the coronary sinus. He has 
described 2 patients in whom this procedure has been 
successfully carried out. 

In vascular lesions the two main methods of sur- 
gical attack on the stenotic mitral valve are “‘com- 
missurotomy” and “finger fracture.”” The mortality 
reported by Bailey for commissurotomy is about 10 
per cent. Bailey estimates that 75 per cent of the 
survivors are somewhat benefited. Operations for 
aortic stenosis have thus far’been discouraging. 

From the technical standpoint, the most serious 
deterrent to definitive repair of cardiovascular de- 
fects has been the necessity for maintaining the 
pumping action of the heart and the oxygenating 
function of the lung. The investigations of Gibbon 
and many others have led to the development of 
machines that will accomplish this in animals, and 
it is hoped they will soon be successful in man. 

Wit. T. Fitts, Jr. 


Revascularization of the Heart. Histologic Changes 
After Arterialization of the Coronary Sinus. 
RicHArp S. HAHN and Maurice Kim. Circulation, 
1952, 5: 810. 

This report deals with the histologic changes in the 
structures involved in the operation of Beck for 
revascularization of the heart. The free vein graft 
introduced between the aorta and the coronary sinus 
was found to undergo fibrous alteration with con- 
version of its internal lining to smooth endothelium. 
Clinically, the graft was always able to withstand the 
high arterial pressure transmitted from the aorta. 


Occasionally the graft showed moderate dilation, 
The coronary sinus showed considerable change. 
The intima became thin while the media and adven- 
titia developed collagenous and elastic fibrous scle- 
rotic tissue. The veins which drained into the coro- 
nary sinus showed changes, particularly in the 
intima which became hyperplastic. The anterior 
cardiac veins which drained independently into the 
right auricle were generally not affected. Throm- 
bosis was not detected in the veins. The myo- 
cardium showed no evidence of gross infarction even 
when one or more major coronary vessels were 
ligated. In the areas of infarction, vascularity of the 
tissue was conspicuous and both arterioles and 
venules were indistinguishable. 

In cases of arterialization of the coronary sinus 
with complete occlusion at its ostium a different 
histologic picture developed. The intima of the 
tributary veins became markedly hyperplastic and 
venous thrombosis became widespread. This was 
caused by closure of the circulation with the blood 
unable to escape into the auricle or to circulate ina 
retrograde direction through the myocardium. 

B. G. P. SHarrrorr, M.D. 


Revascularization of the Heart. A Study of Mor- 
tality and Infarcts Following Multiple Coronary 
Artery Ligation. RicHarp S. HAHN and CLAupE 
S. Beck. Circulation, 1952, 5: 801. 


A method for revascularization of the heart was 
developed experimentally. The operation was per- 
formed in stages. In the first procedure a free vein 
graft was interposed between the aorta and the 
coronary sinus. At a later date the second stage 
consisted of partial ligature of the coronary sinus 
near its ostium on the right auricle. The efficiency 
of the revascularization of the heart was tested by 
one or more ligations of the major branches of the 
coronary artery. 

There was no operative mortality in a series of 100 
dogs. After recovery from the staged procedure for 
cardiac revascularization, 400 operations were per- 
formed for coronary artery occlusion of all types. 
The free vein graft was proved to be patent in 92 
per cent of the animals. In association with the 
coronary artery ligations, 30 per cent of the dogs 
died from such complications as ventricular fibrilla- 
tion, hemorrhage, or cardiac asystole. An addi- 
tional 15 postoperative deaths were due to pneumo- 
thorax, infection, pneumonia, and cerebral com- 
plications. 

A better survival rate was obtained when an in- 
terval of 3 weeks was permitted to elapse between 
operations on the coronary artery. Time was 
proved to be an essential factor in the adjustment of 
the circulation after partial or complete occlusion of 
a coronary vessel. Complete obstruction of the 
common left coronary artery above the septal branch 
resulted in death of the animal. The two major 
branches of the left coronary artery could be suc- 
cessfully ligated provided the septal branch was pre- 
served; however, it was not definitely proved that 
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the septal branch was essential in every case. The 
revascularization operation was found to be of great 
protective value when the descending ramus was 
occluded. In a series of 37 dogs, only 4 failed to 
survive the complete occlusion of the descending 
ramus. 

Infarct development after occlusion of the coro- 
nary artery was Classified as large, small, or absent. 
The large infarct was 4 cm. in the transverse diam- 
eter while the small infarct showed only an area of 
scarring. In 29 experiments in which one coronary 
vessel was ligated, the infarct was large in 4, small 
in 3, and absent in 22 cases. Similar protection was 
shown in the reduction in size of the infarcts when 
; major coronary vessels, the descending ramus of 
the left coronary artery, etc. were ligated. 

B. G. P. Suarrrorr, M.D. 


Transmyocardial Palpatory Surgery of the Heart. 
CHARLES P. BartLey, RoBerT P. GLOVER, and 
Tuomas J. E. O’NerLtyt. Canad. M. Ass. J., 1952, 
66: 529. 

Transmyocardial surgery, directed by the finger 
within or upon the beating heart, will remain the 
only practical form of cardiac surgery until the per- 
fection of heart-lung equipment makes surgery pos- 
sible on the quiescent heart. For the attainment of 
proficiency in this type of surgery, palpatory and 
tactile sensitivity must be developed in conjunction 
with the skill of maneuverability for work on a 
beating organ. This surgery must always be done 
within a fluid-tight enclosure of a cardiac incision. 
Palpatory surgery is being performed for exploration 
and diagnosis of intracardiac disease, for digital dila- 
tion of a stenotic valve, for divisional procedures 
with a cutting instrument attached to the finger, 
and for other purposes. 

A total of 33 patients with tetralogy of Fallot and 
stenosis of the pulmonary valve have been operated 
upon with 6 deaths. Infundibular stenosis was 
treated by direct digital localization of the infundib- 
ular septum and instrumental resection individual- 
ized for each case. The stenotic mitral valve was 
treated by commissurotomy with the guillotine type 
of valvulotome; the mortality in 592 cases averaged 
9.4 per cent. 

In addition to the approach through the left 
auricular appendage, the auricle may be reached 
through an incision in the intrapericardial part of 
the left superior pulmonary vein or directly through 
an incision in the auricular wall. A series of 29 cases 
of mitral regurgitation were treated by the applica- 
tion of a transventricular pedicled pericardial graft. 
Aortic regurgitation can be treated by a similar tech- 
nique. In 18 cases of stenosis of the aortic valve, 
simple instrumental dilatation was done, or fracture 
of the fused commissures was performed. Auricular 
septal defects were corrected through the left auricle 
by tissue grafts threaded over the defect by a double 
suture probe. In one case an interventricular septal 
defect was closed by a tubular type of pericardial 
graft. B. G. P. SHArrrorr, M.D. 
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Treatment of Thoracic Aortic Aneurysms by the 
‘*Pack’’ Method of Intrasaccular Wiring. Ros- 
ERT R. Linton and IrAp B. Harpy, Jr. N. England 
J. M., 1952, 246: 847. 

In a period of 9 years, a total of 18 patients with 
thoracic aortic aneurysms have been treated by 
intrasaccular wiring. In this series, 96 per cent of 
the aneurysms were fusiform and the remainder 
were saccular. In 25 per cent the aneurysm was con- 
fined to the ascending aorta, in 29 per cent to the 
transverse arch, and in 46 per cent to the descending 
aorta. Syphilis was the etiologic factor in 94 per 
cent and arteriosclerosis in the other 6 per cent. 
The ages of the patients averaged 54 years. As for 
the symptomatology, pain was noted in 100 per cent 
of patients, but dyspnea, hoarseness, cough, dys- 
phagia, and hemoptysis were also significantly pres- 
ent. Hemoptysis, usually caused by erosion of the 
aneurysm into the trachea, was an ominous sign 
foreboding impending death. 

The present report deals with the Pack method of 
aneurysm wiring. By the indirect method of treat- 
ment, the trocar is inserted through a skin incision 
in the thoracic wall nearest to the site of the aneu- 
rysm. The wire is then delivered through this spe- 
cial trocarlike instrument. The indirect method 
of wiring was used in 44 per cent of the cases. This 
procedure was believed to be preferable for the poor- 
risk patient who could not tolerate thoracotomy. In 
the direct method the aneurysm was exposed by an 
operative approach, and under direct vision the 
trocar with its packing wire was inserted into the 
lesion. As much as 300 to 500 feet of stainless steel 
alloy wire (Type 302, Gauge 30) were used. The 
direct approach was the preferable method of 
treatment. 

Excellent results were obtained in 3 cases by the 
indirect method of treatment. One patient was re- 
lieved of symptoms for more than 6 years, 1 was 
relieved for 44 years, and another for 2% years. 
Five other patients in whom the indirect method of 
packing was used died from aneurysmal rupture 
believed to be due to inadequate packing. In the 
group of patients treated by the direct method, 50 
per cent had complete relief of pain, dyspnea, and 
brassy cough, and were completely rehabilitated and 
able to return to work. It was noted that in cases in 
which adequate packing was attained, rupture of the 
aneurysm did not occur. The life expectancy of 
patients treated by wiring was greater than that of 
untreated controls who did not survive for more 
than 1 year after the onset of symptoms. 

B. G. P. SHaFrrorF, M.D. 


Surgical Closure of an Aortic Septal Defect. RoBERT 
E. Gross. Circulation, 1952, 5: 858. 


The present case report deals with a congenital 
anomaly involving a fistulous communication be- 
tween the first part of the ascending aorta and the 
pulmonary artery. The embryogenesis of this lesion 
is related to incomplete development of the septum, 
which transforms the truncus arteriosus into the 
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aorta and pulmonary artery. This anomaly presents 
symptoms similar to those caused by a patent ductus 
arteriosus. The aortopulmonary defect, however, 
gives a thrill best noted in the first part of the pul- 
monary artery just above the valves, and is best dif- 
ferentiated from the patent ductus on examination 
in the operating room. 

The patient was a girl, 4 years old, with a cardiac 
murmur which persisted from birth. The latter was 
loud and continuous in character with a systolic 
accentuation and a wide transmission over the peri- 
cardium. Electrocardiograms were negative except 
for evidence of a mild left ventricular hypertrophy. 
Roentgenograms revealed the heart to be enlarged 
in a transverse diameter with bilateral pulmonary 
vascular engorgement and large hilar shadows. At 
operation a submammary chest incision was made 
anterolaterally in the left third intercostal space. 
An open ductus was not found but the pulmonary 
artery showed a strong thrill which was most intense 
in its first portion just above the valves. The peri- 
cardium was opened and the thrill was found to 
originate about 1.5 cm. above the semilunar valves. 
At that point the thrill could be obliterated by pres- 
sure. This region was mobilized by dissection and 
the fistula was tied off with a linen tape, one centi- 
meter wide. The pericardium was closed with inter- 
rupted silk sutures and provision was made for the 
escape of fluid into the pleural cavity. The chest was 
closed in the usual manner. 

Postoperatively the child recovered satisfactorily 
and has been asymptomatic since. Cardiac sounds 
became normal, the murmur disappeared, and the 
pulmonary artery and intrapulmonary vessels be- 
came normal in pulsation and size. 

B. G. P. SHarrrorr, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Resection of the Esophagus and Transthoracic 
Esophagogastrostomy As Method of Operative 
Treatment of Corrosive Strictures of the Eso- 
phagus (Resekcija jednjaka i transtorakalna ezo- 
fagogastrostomija kao metoda operativnog lijeéenja 
korozivnih striktura jednjaka). BRANKO OBER- 
HOFER. Acta. chir., Zagreb, 1951, 4: 463. 


Nine patients with corrosive stricture have been 
operated upon in the author’s service. These stric- 
tures have all been so extensive and so severe as to 
discourage the hope of influencing them by the usual 
measures of bougie dilatation, or other forms of 
nonsurgical therapy. The operation used by the 
author has been that of transthoracic esophago- 
gastrostomy, an operation which is not essentially 
different from the operation commonly employed 
for operating on esophageal cancer. 

The author is not a stickler for technique. In 
many instances the abdominal incision is chosen 
rather arbitrarily. There was always an attempt to 
include in the incision the gastrostomy opening, 
which was present in every instance in this series. 
The thoracic incision was made with consideration 


of the localization of the stricture. At present the 
author prefers the oblique S-incision of Crafoord, 
The fifth rib is resected subperiosteally in its entire 
extent. The accidental opening of the right pleural 
cavity during mobilization of the esophagus, when 
occurring in the hands of a skilled operator and per- 
sonnel, is not a serious accident; nor does it seem to 
matter whether the anastomosis is made with one or 
two rows of sutures, or whether the stitching be 
continuous or interrupted. The technique indi- 
cated would seem to be that with which the operator 
himself is most familiar. 

There were 3 deaths in this series. In 2 cases 
death was ascribed to anoxemia; in the third case 
death occurred 2 months after the operation, and 
autopsy disclosed leakage from an esophageal fistula 
and consequent empyema. The cause of this failure 
is ascribed to too extensive mobilization of the stom- 
ach with consequent disturbance of the blood supply 
to the transposed stump. The cases in which death 
resulted from anoxemia were early cases and at this 
time the disturbances of respiration resulting from 
the opening of the thorax were not being so closely 
watched. 

The prohibition of fluids following the operation, 
with the intent of protecting the suture line at the 
point of anastomosis, does not seem necessary. It is 
pointed out in this connection that the succus 
secreted during this period amounts to more than 
customary quantities of fluids administered. 

This percentage of deaths (33.3 per cent) may 
seem enormous; however, in comparison with the 
early mortality figures following operation on esoph- 
ageal cancer, it is not discouraging. Following the 
last 5 operations in this series there has not been a 
single death. The great advantage of this method 
is that the food is discharged into the stomach 
directly, just as occurs naturally, without residual 
pockets or detours of any sort, and the patient is 
spared the depressing effects (psychically) of a visible 
mutilation. The only disadvantage is an occasional 
complaint of dyspnea following food-taking; this has 
been neither disabling nor of long duration. 

On the whole, the author believes that the method 
of intrathoracic esophagogastric anastomosis is indi- 
cated in all cases of cicatricial strictures of the 
esophagus which do not respond to conservative 
treatment. Joun W. Brennan, M.D. 


Intermittent Occlusion of the Esophagus by Pseu- 
do Stone; Contribution to the Knowledge of 
Benign Esophageal Tumors (Intermittierender 
Oesophagusverschluss durch Pseudo-Stein; Beitrag 
zur Kenntniss der gutartigen Oesophagusgesch- 
wuelste). F. Spato. Langenbecks Arch. u. Deut. 
Schr. Chir., 1952, 271: 403. 

Benign tumors of the esophagus may be cystic or 
solid. The last mentioned group is formed by 
myomas and less frequent tumors, such as papil- 
lomas, adenomas, neurofibromas, or lipomas. 

Pedunculated tumors or polyps are usually located 
in the region of the hypopharynx or further down, at 
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the height of bifurcation, or in the vicinity of the 
cardia. The pedicle is usually attached to the ante- 
rior wall in the midline. Polyps are found mostly in 
elderly men. Small formations may cause no symp- 
toms, while larger ones produce dysphagia by ob- 
struction and spasm. 

A woman, aged 62, had had occasional dysphagia 
for 4 decades. The last few weeks before admission 
the symptoms had become so severe that ingestion 
of food was nearly impossible. 

The roentgenologic examination showed a circum- 
scribed dilatation of the upper third of the thoracic 
esophagus, a constriction below this formation, and 
a traction diverticulum underneath the stricture. 
The diagnosis was diverticulitis and inflammatory 
cicatricial stenosis. Esophagoscopy disclosed a tu- 
mor. The histologic examination of a biopsy failed 
to reveal malignancy. 

A polyp was removed through right transthoracic 
esophagotomy. The dilated portion of the esophagus 
was reconstructed by resection of its anterior and 
posterior walls. The patient made an uneventful 
recovery. Josern K. Narat, M.D. 


Amputation of the Thoracic Esophagus After Pre- 
thoracic Esophagoplasty for Cancer (Amputa- 
tion de l’oesophage thoracique aprés oesophago- 
plastie pré-thoracique pour cancer). Durour, La- 
FARGUE, and H. CABANIE. Presse méd., 1952, 60: 261. 


The authors discuss the case of a patient of 51 
years who suffered from an esophageal carcinoma 
the size of a hen’s egg which was located 5 to 10 cm. 


above the cardia. A prethoracic esophagoplasty was 
performed in two stages. In the first stage a sub- 
cutaneous tunnel was prepared in front of the ster- 
num, and the ascending colon with 20 cm. of the 
terminal ileum was transposed into the canal. The 
distal part of the transposed colon was anastomosed 
with the second portion of the duodenum and the 
transverse colon was anastomosed to the ileum to 
restore the continuity of the intestinal tract. 

A week later the second stage of the plastic opera- 
tion was done under local anesthesia. The superior 
portion of the cervical esophagus was severed trans- 
versely, and an anastomosis between the cervical 
esophagus and the ileum end of the transposed gut 
was made by means of the transverse sandwich 
technique. The postoperative course was excellent; 
5 days after the completion of the esophagoplasty 
the patient was able to drink, and 10 days after 
operation he could pass solid food through the newly 
constructed esophagus. His general condition im- 
proved and he gained weight. 

One month after the esophagoplasty the entire 
esophagus with the tumor was removed by left 
thoracotomy. The patient left the hospital 2 weeks 
after the operation in good condition. 

Commenting on the case, the authors point out the 
advantages of this method. By amputation of the 
entire organ the danger of recurrence or metastasis 
1s considerably reduced and the chance of a per- 
manent cure is much better than with mere extirpa- 
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tion of the tumor. Furthermore, by separation of 
the stage of extirpation from the restoration of the 
continuity of the intestine, the risk of the operation 
is diminished and the early results are improved. 
To avoid a salivary fistula, which is a frequent 
complication of esophagoplasty, it is essential that 
no tension is present at the site of the anastomosis. 
Therefore, the portion of the ileum which is con- 
nected with the esophageal stump should be long 
enough to avoid all traction. 
WERNER M. Sotmitz, M.D. 


Surgical Treatment of Esophageal Diseases (Die 
chirurgische Behandlung der Oecsophaguserkran- 
kungen). F. Spato. Medizinische, 1952, 2: 4609. 

The author emphasizes the great progress which 
has been made in the surgical treatment of esopha- 
geal diseases since the last war. Early diagnosis and 
early operation are prerequisites for successful ther- 
apy. Every patient with even slight disturbances of 
deglutition, often associated with retrosternal pain, 
must be given a thorough clinical examination. 
Considering the possibility of carcinoma, such an 
examination must include also roentgenologic con- 
trast exposures, esophagoscopy, and biopsy, to be 
repeated if necessary. 

Carcinoma, the most common disease of the 
esophagus, comprises from 3 to 5 per cent of all carci- 
nomas, and is the most frequent disease of this organ 
in males. This form of cancer is not relatively be- 
nign, as was formerly believed, but varies biological- 
ly; it may be of endophytic or exophytic growth, and 
may invade the bronchi, lungs, pleura, pericardium, 
and aorta. Operability will depend not only upon the 
local anatomic changes and the type of possible 
metastases, but also upon the patient’s general con- 
dition. Age is not an important factor. One of the 
author’s patients was 74 years of age. 

The technique in use at present for all localizations 
of esophageal carcinoma is the unilateral, transdia- 
phragmatic or thoracoabdominal, or cervicothoraco- 
abdominal radical operation, with anastomosis of the 
esophageal stump with the stomach displaced into 
the thorax, or through the thorax into the cervical 
region. The one-stage transpleural radical operation 
with esophagogastrostomy for carcinoma of the 
lower esophagus is now the standard procedure, and, 
more recently, it has been modified for use in the 
upper esophagus. For carcinoma of the midthoracic 
third of the esophagus, dissection must be done 
behind the aortic arch, and following displacement of 
the stomach in front of the aortic arch an anastomo- 
sis is made with the short esophageal stump in or 
directly below the pleural dome. For carcinoma still 
higher up, the anastomosis is made with the exposed 
cervical esophagus, the stomach being displaced into 
the esophageal bed behind the aortic arch or up in 
front of the latter. The same route is indicated for 
esophageal carcinoma of the cervical region. A com- 
pletely removed esophageal tube can be replaced by 
the stomach, transformed into a tubular structure, 
and even an anastomosis between the hypopharynx 
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and the stomach is feasible. For carcinoma of the 
lower esophagus, an incision is made in the seventh 
intercostal space, and extended over the costal 
arches obliquely over the upper abdomen to permit 
simultaneous opening of the thoracic and abdominal 
cavities for detection of metastases. In tumors 
located higher up, combined methods of approach 
are also possible. Carcinoma of the cardia is best 
treated as carcinoma of the lower esophagus, includ- 
ing the proximal portion of the stomach and, if 
necessary, removal of involved adjacent organs. 
The results will depend largely upon the indications 
for operation. 

The immediate operative mortality depends upon 
the location of the tumor, and has been estimated to 
be from 12.9 to 30 per cent (in 16 personal cases, 
25 per cent) for carcinoma of the cardia and lower 
esophagus. For carcinoma of the middle third of the 
esophagus, Sweet reported a mortality rate of only 
3.48 per cent. However, world statistics, excluding 
Sweet’s series, show a mortality rate of 50 per cent, 
but this is constantly falling. The average survival 
after operation is more than 3 years in 21.3 per cent 
of cases (Sweet), and Torek’s patient survived the 
operation I1 years. 

Benign strictures, if not too extensive, can be 
treated by local excision and end-to-end suture of the 
involved portion of the esophagus. Partial mobiliza- 
tion and end-to-end union of the divided esophagus 
is quite possible. In extensive strictures, or in 
stenoses due to cardia-ulcer tumor, the same opera- 
tive procedure as for carcinoma is recommended. 
For cardiospasm, the submucosal myotomy of Heller 
is the procedure of choice. The best approach is by 
the transpleural route. Should this fail, or in the 
presence of a greatly dilated esophagus, a Heineke- 


Mikulicz cardioplasty, or a side-to-side anastomosis 
between the fundus of the stomach and the saclike 
dilated esophagus (according to Heyrovsky) as a cir- 
cumvention operation can also be done by the trans- 
pleural route. With use of the palliative circumven- 
tion operation recommended by Rienhoff, Turner 
et al, the patient is spared the ordeal of a nutrition 
fistula. The mortality rate following this procedure 
is between 15 and 20 per cent. 

The greatest advances have been made in the 
surgical treatment of congenital anomalies of the 
esophagus, such as atresia and stenosis. Formerly, 
the mortality rate in these cases was 100 per cent. 
Only a correct diagnosis in the first days of life will 
permit early lifesaving operation. In a recent series 
of 75 cases of atresia, surgical treatment was success- 
ful in 57 cases. Under favorable anatomic condi- 
tions, the method of choice is the one-stage operation 
by extrapleural or transpleural approach, closure of 
the fistula, and end-to-end anastomosis. When the 
distance between the two segments is too great for 
direct anastomosis, an operation in several stages is 
suggested. 

The latest surgical techniques for treatment of 
acquired fistula, diverticulum, and benign tumors of 
the esophagus are reviewed, as well as the various 
methods for operative relief of esophageal varices, 
including tamponade, endoscopic cauterization, liga- 
tion, anastomoses of blood vessels, and the introduc- 
tion of strips of tampon into the mediastinum to pro- 
duce, artificially, a periesophageal venous plexus. 
The latter method is considered simpler and less 
dangerous than the risky anastomosis of the portal 
vein and vena cava. Also transesophageal ligation of 
bleeding vessels has been recommended. 

EpitH SCHANCHE MOoorRE 
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Treatment of Congenital Inguinal Hernia. J. W. 
Duckett. Ann. Surg., 1952, 135: 879. 

(Operative treatment, based on the simple principle 
of removing the hernial sac, is necessary for the cure 
of congenital inguinal hernia. There should be little 
morbidity, no mortality, and no recurrence. With 
few exceptions, operation should be done at whatever 
age the diagnosis is made. These are the conclusions 
reached by the surgical staff of the Children’s Medi- 
cal Center in Dallas after an experience with 380 
herniorrhaphies done during the past 6 years. 

CHARLES Baron, M.D. 


Disposal of the Hernial Sac and Its Utilization for 
Plastic Closure of the Hernial Ring in Inguinal 
and Femoral Hernias (Uber die Versorgung des 
Bruchsackes und dessen Verwendung zum plasti- 
schen Verschluss der Bruchpforte bei Leisten und 
Schenkelhernien). MARTIN FRANK. Langenbecks 
Arch. u. Deut. Zschr. Chir., 1952, 271: 240. 


Two kinds of recurrences after herniorrhaphies 
may be distinguished: (1) true recurrences in which 
an increased intra-abdominal pressure drives the 
intestines, like a wedge, into the funnel-shaped for- 
mation of peritoneum remaining after an improper 
hernia repair; (2) spurious recurrences caused by 
gradual dilatation of an accessory hernial sac. 


The author stresses the necessity of removal of 
preperitoneal lipomas and careful dissection of the 
hernial sac so as not to overlook multiple sacs, con- 
current direct and indirect inguinal hernia, femoral 
and indirect inguinal hernia, or any other com- 
bination. 

The author prefers the inguinal approach to the 
femoral approach in the repair of femoral hernia 
because it provides a better exposure of the hernial 
contents and facilitates the repair. 

The author recommends torsion and transposition 
of the hernial sac in an upward and medial direction. 
The twisted sac is pulled through a rent in the 
aponeurosis of the external oblique muscle and is 
sutured to the aponeurosis with silk. The sac is then 
incised, spread, and attached along the lateral 
borders of the rectus muscle to its sheath. Bassini’s 
method of repair is employed by the author. In the 
repair of direct inguinal or femoral hernia it is ex- 
tremely important to include the periosteum of the 
pubic bone in the suture line. 

Josepu K. Narat, M.D. 


GASTROINTESTINAL TRACT 


Gastrojejunal Ulcer. Vernon A. WEINSTEIN and 
Ratpu Coup. Surgery, 1952, 32: 96. 


Gastrojejunal ulceration is one of the most serious 
sequelae of surgery for peptic ulcer. It occurs in from 
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15 to 33 per cent of patients upon whom gastro- 
enterostomy has been performed and in from 3 to 8 
per cent of patients who have undergone a Billroth 
II subtotal gastrectomy. 

Some of these recurrences may be due to inade- 
quate resection of the acid-secreting glands of the 
stomach. Other recurrences may be due to leaving 
in situ some of the pyloric and antral mucosa. This 
produces secretin, which, by perpetuating the chem- 
ical phase of gastric secretion, may be a factor in 
gastrojejunal ulcer. Free hydrochloric acid is the 
one common denominator in these patients. 

Symptomatically, pain was the most frequent find- 
ing. Bleeding, also a common finding, occurred in 27 
of the patients observed. Roentgen findings were 
usually positive; gastroscopy was of little aid. The 
series was divided into two groups. 

There were 42 patients who developed gastro- 
jejunal ulcers after gastroenterostomy. Thirty-four 
of these patients were treated by gastric resection. 
Four patients died, and 5 (25%) developed recur- 
rences. Two of the 6 patients who had been treated 
by vagotomy alone have had recurrences. Among 9 
patients who had been treated by subtotal gastrec- 
tomy and vagotomy, there was one recurrence 
(11%). This procedure is deemed the treatment of 
choice. 

In 31 patients, gastrojejunal ulcers developed after 
gastric resection; 16 patients had additional gastric 
resection, and 4 of these had an additional infra- 
diaphragmatic vagotomy. Three patients died. 
Four patients (31%) developed recurrent ulcers. 
Eighteen patients had vagotomy alone, either by 
the infra- or supradiaphragmatic route. In 7 of these 
(41%) recurrences developed. The authors believe 
that further gastric resection should be selected when 
an inadequate resection appears to be the cause of 
the ulcer. Infradiaphragmatic vagotomy should be 
added whenever feasible. Vagotomy alone should be 
used when the patient cannot tolerate a more ex- 
tensive procedure. Jejunostomy for alimentation is a 
useful adjuvant. Jejunojejunostomy is to be con- 
demned, even in the presence of stomal obstruction, 
because the resulting diversion of alkaline secretions 
from the stoma will produce further exacerbation of 
the ulcer. 

There were 8 cases of gastrojejunocolic fistula—all 
in men who had undergone a previous gastroenteros- 
tomy. Five of these patients were treated by gastric 
resection after taking down the fistula and only 1 
patient developed a recurrence. In 3 patients a 
staged procedure was carried out, with a diversion- 
ary colostomy as the first procedure. 

The authors conclude that gastrojejunal ulcer is 
best treated by prevention of its occurrence with the 
use of good primary surgery for duodenal ulcer. 
They also warn that interpretation of the results of 
gastrojejunal ulcer therapy, based on a follow-up of 
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less than 5 years, should be considered as showing 
trends but should not warrant definite conclusions. 
HAROLD M. UNGER, M.D. 


The Removal of the Ulcer in Subtotal Gastrectomy 
for Duodenal Ulcer. Frank H. Laney. Surg. 
Clin. N. America, 1952, 32: 817. 


It is Lahey’s conviction that subtotal gastrectomy 
of adequate extensiveness is the best operation in 
existence today for the surgical treatment of duo- 
denal ulcer. This position has been substantiated by 
the recent report of the Vagotomy Committee of the 
American Gastroenterological Association. As a re- 
sult, 1,600 patients have had duodenal ulcer treated 
by subtotal gastrectomy. 

It is believed that the mortality, 2.57 per cent, 
which has occurred in subtotal gastrectomy for duo- 
denal ulcer has been largely related to the removal 
of the duodenal ulcer and the successful or unsuc- 
cessful security of the turned in duodenal stump. 
Moreover, it is thought that the mortality of duo- 
denal ulcer is largely related to whether or not the 
duodenal ulcer is successfully removed without dam- 
age to the pancreas, one of the pancreatic ducts, or 
without injury to the common bile duct. 

There are four methods of approach to the surgical 
treatment of the active, indurated duodenal ulcer 
which has eroded into the head of the pancreas and 
not infrequently caught the retroduodenal portion of 
the common duct. The first is that in which pre- 
liminary gastroenterostomy is done, followed by re- 
section within a short time after this, but soon 
enough, it is hoped, to avoid the danger of a jejunal 
ulcer and late enough to have allowed the neutraliza- 
tion and decompression of the stomach (which are 
associated with this operation) to bring about relief of 
the ulcer activity and induration about it so that the 
stomach and that portion of the duodenum in which 
the ulcer is situated can be successfully resected. 
Another method is the Finsterer resection by exclu- 
sion with the plan of excising all of the gastric 
mucosa in the prepyloric portion of the stomach, 
which is cut across and closed in order to avoid the 
humoral stimulating effect this remaining gastric 
mucosa has upon the acid-bearing glands in the re- 
maining stump of the resected stomach. A third 
method consists of successfully removing most of the 
indurated duodenal ulcer from the head of the pan- 
creas and detaching the ulcer from the common duct 
so that an adequate amount of flexible duodenal 
stump remains to be safely inverted, occasionally by 
two, but most frequently by three, rows of inverting 
sutures, the first two of catgut and the third of silk. 
And, finally, the method of dealing with these in- 
durated ulcers which have involved the head of the 
pancreas and, not infrequently, the common bile 
duct is the substitution of the less seasoned and less 
satisfactory operation of complete vagotomy and 
gastroenterostomy in place of subtotal gastrectomy. 
It is the proper selection of one of these procedures, 
the decision being made when the whole situation is 
surveyed with the abdomen open, that really settles 


the mortality of the surgical treatment of the in- 
durated, eroding duodenal ulcer. 

A method for the removal of a duodenal ulcer on 
the posterior wall is presented in detail. That por- 
tion of the duodenum containing the ulcer is care- 
fully dissected from the underlying common duct, 
which is visualized as the duodenum is rolled to the 
left. Sometimes a long T-tube must be introduced 
into the common duct and through the papilla of 
Vater into the duodenum. By means of this tube the 
relationship of the ulcer and the duodenum to the 
underlying common duct can be demonstrated, and 
it is possible to dissect the adherent ulcer from the 
duct without injury to the duct. Again, at times, 
transection of the stomach prepylorically so that it 
can be turned down and the indurated duodenal 
ulcer dissected out of the head of the pancreas must 
be done. 

It is contended that subtotal gastrectomy for 
duodenal ulcer for practical purposes should be lim- 
ited to those cases in which the ulcer within the 
duodenum can be successfully removed, and that 
there will remain following its removal an adequate 
amount of duodenal stump for safe inversion without 
danger of leakage. When this cannot be done, a 
vagotomy and a gastroenterostomy with a large 
stoma are performed instead of a less satisfactory 
procedure such as the Finsterer resection by 
exclusion. 

The selection of the type of operation, vagotomy 
and gastroenterostomy or subtotal gastrectomy, is 
based upon the safety with which the duodenal 
stump can be removed, as a good duodenal stump for 
safe inversion is the factor which largely controls the 
mortality of subtotal gastrectomy for duodenal 
ulcer. Vagotomy when added to subtotal gastrec- 
tomy improved the end results very little, if at all. 
Resections of less than 70 per cent of the stomach 
will be followed by a higher incidence of recurrent 
hemorrhages and failure to obtain relief from symp- 
toms than will resections of 70 per cent or more of 
the stomach. STEPHEN A. ZrEMAN, M.D. 


The Recurrent Ulcer in Gastroduodenal Surgery 
(Las recidivas ulcerosas in cirugia gastro-duodenal). 
C. GONZALEZ-BUENO. Rev. espan. enferm. ap. digest., 
1952, 9: 61. 

Forty-eight cases of recurrent ulcer are reported. 
In all of these cases resection of the neostomy was 
practiced. In 42 of the 48 cases the original opera- 
tion had been a gastroenterostomy (retrocolic in 39 
and antecolic in 5). In 6 instances the original op- 
eration had been a gastrectomy. In 4 of these cases 
the Billroth I operation was done and in 2 the Polya 
operation (with retrocolic gastroenterostomy) was 
done. In 29 of the 42 gastroenterostomized patients 
the original lesion was duodenal ulcer, in 6 the ulcer 
was located in the pyloric canal, and in 2 the localiza- 
tion was prepyloric at the lesser gastric curvature. 
In 6 instances there had been a perforation and the 
operation had consisted of suture of the perforation 
with complementary gastroenterostomy. All of the 
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perforation had developed in the first portion of the 
duodenum. 

The ages of the patients varied between 30 and 50 
vears and 85 per cent of the patients were males. 
The period from the original operation to the re- 
occurrence of the ulcer symptoms was 15 months in 
approximately 70 per cent of the cases, and from 18 
months to 20 years in the remainder. The recurrent 
ulcer was present in the efferent jejunal loop in 28 
instances (58%) and in the afferent loop in 14 (29%). 
In 6 instances the recurrent ulcer was at the neos- 
tomy ring on the duodenal side; in no instance was 
it on the gastric side. There were 2 instances of 
double ulceration in the efferent loop and 1 instance 
of triple ulceration in the same locality. 

One fact which stands out with great clearness 
from a study of this material is the rareness of re- 
current ulcer following adequate resection of the 
stomach. In 2 instances, it is true, the recurring 
ulcer followed a Polya type of gastrectomy; how- 
ever, both of these gastrectomies were performed in 
economical fashion. 

In all cases radical treatment of the ulcer at the 
neostomy or in the efferent and afferent loops was 
carried out by the author, that is, gastrectomy with 
exeresis in ample fashion together with the neostomy 
was done. The details of the operative technique, 
the case histories, and the inspection of the anatomi- 
cal specimens are at the disposal of any reader desir- 
ing to inquire further into the subject of this materi- 
al. The mortality was 8.3 per cent (4 cases). In all 
4 instances there had been a retrocolic gastro- 
enterostomy. 

The author believes that not enough emphasis is 
given to the postoperative treatment of these cases, 
particularly the postoperative dietary regimen. 
These patients have the ulcer tendency and should 
be strictly controlled postoperatively. The author 
turns them over to the gastroenterologic department 
after operation. 

Two other patients with recurrent ulcers have 
been operated upon since this article was finished, 
raising the total number of ulcer recurrences at this 
clinic (Hospital Provincial de Madrid, Espagna) to 
50. Joun W. Brennan, M.D. 


Ulcer Statistics from the Drammen Hospital from 
1936 to 1945. E11 Norsye. Acta med. scand., 
1952, 143: 50. 

This study was undertaken to determine whether 
any conclusions regarding the prognosis of acute 
ulcer hemorrhage could be made on a statistical 
basis. The material includes patients who had been 
treated in the medical and surgical departments of 
Drammen Hospital during the period from 1936 
to 1945. 

A total of 1,996 patients was treated during this 
period. A total of 368 patients was treated for 
hematemesis or melena. These patients represented 
a total of 460 admissions during the period, although 
some of them had additional admissions before or 
since. There was x-ray evidence available of either 


gastric or duodenal ulcer in each of these cases. Of 
923 patients with gastric ulcers, 162 (17.5%) were 
admitted for hemorrhage. Of 1,073 with duodenal 
ulcers, 153 (14.3%) were found to have bleeding. 
Of the 460 admissions, 287 (62%) were for melena 
and 173 (38%) for hematemesis. 

Patients with ulcer hemorrhage were in marked 
excess in the higher age groups, only 3 (0.65%) being 
under 20 years of age while 336 (73%) were over 40. 
The mortality in this material was 3.26 per cent 
(15) in 460 cases of hemorrhage; the average age of 
the patients who died was 6024 years. Twelve of the 
I5 patients who died had hematemesis while the 
other 3 had melena. Thus hematemesis has a much 
poorer prognosis than does melena. Gastric ulcers 
showed the highest mortality, as well as the greatest 
tendency toward recurrent hemorrhages, both dur- 
ing hospital treatment and later. This was more 
pronounced for women than for men. Recurrent 
hemorrhages during hospitalization occurred in al- 
most one-third of the cases, 41 per cent of them 
during the first 3 days after admission and 72 per 
cent during the first week. 

Haro_p LaurMaNn, M.D. 


Gastric Polyposis. Samvet F. MARSHALL. Surg. Clin. 
N. America, 1952, 32: 857. 

Diffuse gastric polyposis is a rare pathologic proc- 
ess. It is of special interest because such cases may 
be confused with cancer on roentgenologic examina- 
tion. Multiple gastric polyps may very well be 
precursors of gastric cancer, probably as are the 
single gastric polyps or the occasional two or three 
polyps dotted here and there in the mucosa of the 
stomach. In diffuse gastric polyposis, however, the 
small, soft tumors may involve the entire mucosal 
surface of the stomach, but more frequently they are 
found in the distal half of the stomach, usually on 
the greater curvature, and involve the prepyloric 
area. 

There is considerable confusion in the literature 
regarding the terminology of gastric polyposis. Ap- 
parently there is no clear pathologic picture by 
which the type of condition to which the author 
refers can be determined in the various published 
articles. 

Three cases of diffuse gastric polyposis are pre- 
sented, in which the polyps were adenomatous in 
character and 2 of them showed malignant degen- 
eration. The problem was one in which malignant 
disease could not be determined on the basis of 
gastroscopic or roentgenographic examination and 
an exploratory operation was carried out in each 
case. 

Multiple gastric polyposis may arise as a true 
neoplastic process or upon an inflammatory basis. 
If the polyps are true adenomas, the possibility of 
development of malignant disease is considerable. 
All such tumors, whether single or multiple, should 
be removed surgically and should be considered as 
probable precursors of cancer. 

STEPHEN A. ZIEMAN, M.D. 
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Clinical and Pathologicoanatomic Report of So- 
Called Granuloblastoma of the Stomach (Klin- 
ischer und pathologisch-anatomischer Beitrag zum 
sog. Granuloblastom des Magens). Hans ScHUE- 
MANN. Langenbecks Arch. u. Deut. Zschr. Chir., 1952, 
271: 139. 


A man 38 years of age was admitted to the hospi- 
tal with complaints of epigastric pain of a few weeks’ 
duration. Roentgenograms revealed a flat prepyloric 
niche the size of a pea in the region of the magen- 
strasse, surrounded by mucosa which showed pecu- 
liar polypoid formations. There was no interference 
with peristalsis. The duodenal bulb had a normal 
appearance. 

The operation disclosed a star-shaped serosal scar 
on the anterior aspect of the bulb, without deformity 
of the latter. A round, polypoid tumor could be pal- 
pated in the antrum close to the magenstrasse, on 
the posterior wall of the stomach. The overlying 
serosa was normal. The tumor, the size of a dime, 
could be palpated through the intact stomach wall. 
A Billroth I operation was performed. 

The histologic examination showed the formation 
of a tumor underneath a superficial, healing ulcer. 
The benign tumor belonged to the group of so-called 
granuloblastomas. 

A follow-up examination 1 year after the operation 
failed to reveal signs of malignancy. 

JosepH K. Narat, M.D. 


Technique of Substitute Stomach Formation After 
Total Gastrectomy. MAsanospu Tomopa. Kyushu 
Mem. M. Sc., 1951, 2: 159. 


Recent studies by the author, indicating that the 
flow of lymph in a stomach invaded with cancer may 
be reversed, have convinced him that there is no 
place for partial gastrectomy in surgery for car- 
cinoma. Thus, if total gastrectomy is indicated, it is 
essential that some provision be made to preserve 
the physiological role of the stomach. Total gastrec- 
tomy by esophagojejunostomy is followed by various 
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types of metabolic disturbances such as edema, 
glycosuria, anemia, disturbances of liver function, 
hypoglycemic symptoms, and chronic intoxication, 
usually attributed to disturbances in fat and protein 
metabolism. 

The author has therefore devised a new technique 
of utilizing a segment of jejunum to serve as a gastric 
pouch which connects the esophagus with the duo- 
denal stump. Thus, foodstuffs are made to pass 
through the duodenum, directly stimulating the 
flow of biliary and pancreatic secretions. 

The technique consists essentially in occluding 
two areas in the jejunum, thereby making a closed 
loop between these areas. The esophagus is anas- 
tomosed near one end of this closed loop while the 
duodenal stump is anastomosed near the opposite 
end. The loop then serves as a connecting link be- 
tween the lower end of the esophagus and the stump 
of the duodenum. 

Postoperative x-ray studies of subjects with this 
procedure reveal that the loop dilates somewhat and 
serves as a “gastric” pouch. Barium usually remains 
in the substitute stomach for an average of 56 min- 
utes. The physiological results in 30 cases have been 
very gratifying and there has been no mortality re- 
lated to the operation. Harorp LaurMan, M.D. 


Construction of a Substitute Gastric Reservoir Fol- 
lowing Total Gastrectomy. WILLIAM P. Lonc- 
MIRE, JR., and JOHN M. BEAL. Ann. Surg., 1952, 135: 
637. 

A certain percentage of patients (15 to 50%) who 
have undergone total gastric resection do not make 
an adequate weight gain because of postprandial 
fullness and inadequate absorption and digestion of 
fats and proteins. The authors present experimental 
work performed with a view to manufacturing a sub- 
stitute gastric reservoir to alleviate the absence of 
the stomach. 

The first method used was the formation of a long 
enteroenterostomy between the two limbs of the 


Fig. 1 (Longmire, Beal). A, Method used in creating a simple lumen tube from the 
jejunal loop. B, Area of the intestinal wall in which the circulation was impaired and 
which subsequently perforated. (Courtesy of J. B. Lippincott Co.) 
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Fig. 2 (Longmire, Beal). Method of mobilization and transposition of the ileocolic 


segment with the intact right colic vessels. 


jcjunum of the esophagojejunostomy. No increase 
in morbidity attended this technique and it de- 
creased esophagitis, substernal pain, and distress 
while it increased the food storage. 

The second method used was to make a complete 
side-to-side anastomosis of the jejunal loop of the 
esophagojejunostomy. Figure 1 illustrates this meth- 
od. Gangrene at the site of the esophagoenterostomy 
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caused a fatality. This technique when employed 
subsequent to gastrectomy has been described as 
successful, but it is hazardous and offers little more 
than a long enteroenterostomy. 

In the third method the authors transposed the 
terminal ileum and the ascending colon. Figure 2 
illustrates this method. Two cases in which this 
operation was used are described. In one case 





Fig. 3 Method of mobilization and transposition of the jejunal segment with the 


intact blood supply. 
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gangrene of the ileocolic segment resulted after the 
transposition and necessitated esophagojejunostomy. 
In the other case a left subphrenic abscess had to be 
drained, but the result was otherwise satisfactory. 
Because of the hazards of a precarious blood supply 
in the transposed bowel and the infection resident in 
the colon, the dangers may outweigh the advantages 
of this type of gastric reservoir. 

In the fourth method the authors transposed an 
isolated segment of jejunum. Figure 4 illustrates 
this method. It was used in 7 cases, the reports of 
which are given. The early results in these cases, 
in which a segment of jejunum was placed between 
the esophagus and the duodenum, suggest that a 
substitute gastric reservoir of adequate capacity was 
provided, the normal flow of the alimentary con- 
tents through the duodenum being maintained and 
the operative hazards of total gastrectomy not being 
significantly increased. The weight gain was ade- 
quate. Ernest D. BLOOMENTHAL, M.D. 


Results of Simplified Technique of Subtotal Gas- 
trectomy (Technique Simplifiée de Gastrectomie 
Subtotale Résultats). R. DEesyacques. Lyon chir., 
1952, 47: 413. 

The author presents a series of 219 patients op- 
erated upon for gastric or duodenal ulcer or gastric 
cancer. These patients were operated upon in the 
period from 1949 through 1951, and the anastomoses 
between the stomach and jejunum were performed 
over Villard’s button. At this time American sur- 
geons had long abandoned the use of buttons for 
intestinal anastomoses. 

The author states that the operation is simple, 
quickly performed, and accompanied by excellent 
early and late results. The mortality is negligible. 
The author further states that the late results are 
as good as those observed in other procedures where- 
in a suture type of anastomosis is used. No follow- 
up data are presented to substantiate this statement. 

ORVILLE F. Grimes, M.D. 


The First Part of the Duodenum. Sir HENEAGE 
Ocitvie. Lancet, Lond., 1952, 262: 1077. 


This discourse on the structure and nature of the 
first part of the duodenum would suffer by any at- 
tempt to abstract it for rapid reading. The phrase- 
ology of Sir Heneage, in its peculiarly individual and 
delightfully poignant sentences, must be read in its 
original, 

To say that Sir Heneage wrote sections in this 
article on the definition, identification, musculature, 
blood-supply, lymphatics, glands, and surgical im- 
plications of the first portion of the duodenum 
would be to deprive the reader of this mine of gems. 
It would seem best to quote here a few of these 
gems: 

“It (the duodenum) is deeply placed and when 
diseased may present a guileless appearance that 
lures the surgeon on to a point from which neither 
advance nor retreat is possible. It is a hateful little 
tube but one that we must constantly attack and 


therefore should study as carefully as a wise general 
studies his enemies before battle.” 

“At one extreme is the duodenum that comes up 
on a Stalk directly the surgeon opens the abdomen, 
so that when the stomach is lifted the pylorus pro- 
jects two inches outside the towels. Such a duodenum 
is most often encountered in the approach to other 
organs; as he passes on to remove the gallbladder, 
appendix, or uterus, the surgeon wishes sadly that he 
was doing a gastrectomy on this patient before an 
audience of jealous colleagues. At the other extreme 
is the short duodenum very deeply placed in a sub- 
diaphragmatic space of great depth overhung by 
rigid costal margins, viewed with difficulty between 
the blades of long retractors holding back fat-laden 
viscera, where it lies fixed to the posterior abdominal 
wall like a barnacle to a ship’s bottom. It is this 
kind of duodenum that we find when our rivals are 
peering over our shoulders.” 

“Surgeons have attributed leakage from the duo- 
denal stump to excessive mobilisation and devascu- 
larisation of the duodenal walls. But this is usually 
caused by the reverse fault—inadequate mobilisa- 
tion, leading to insufficient invagination with sutures 
that are too tightly passed through the wrong struc- 
tures.” 

‘“‘As surgeons we are called on to attack the first 
part of the duodenum for three indications: cancer 
of the stomach, gastric ulcer, and duodenal ulcer. In 
the first two conditions the duodenum is normal and 
the operation seldom easy; it may be straightfor- 
ward, it may be difficult, it may even be impossible, 
and it is a wise surgeon who recognises the impossible 
task before he undertakes it. Physicists may argue 
what would happen if an irrestible force were to meet 
an immovable body; surgeons know that when an 
incomparable technician meets an insoluble prob- 
lem, the insoluble problem wins.” 

‘“Many ingenious operations have been described 
for closing the duodenum at or just distal to an ul- 
cer, for repairing holes that have been torn in at- 
tempting the impossible—in short, for getting out of 
those difficulties into which we should never have 
landed ourselves. ... Someone said that the best 
way to prevent milk from turning sour is to leave it 
in the cow; certainly the best way to deal with 
duodenal difficulties is not to seek them. When I fly 
the Atlantic I like a pilot who is not an expert at 
getting out of flat spins or landing on icebergs.” 

“To speak to surgeons about the details of duo- 
denal dissection and closure would be like telling 
golfers about one’s brassie shot at the 14th. We all 
have our methods and we are all sure that they are 
the best. I change mine at least twice a year, and 
continually congratulate myself that I have at last 
reached finality. I believe that duodenum should be 
invaginated only into duodenum, never into head of 
pancreas.” 

“Lastly I should say that, just as God is on the 
side of the big battalions, so he is on the side of the 
surgeon who never does an unnecessarily difficult 
operation. Most of the difficulties connected with the 
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surgery of the first part of the duodenum are due 
not to the fact that there has been repeated ulcera- 
tion but to the activity of the ulcer at the time of 
operation. . . . we should never be led, as I am afraid 
we are often led, into operating on a patient with an 
active peptic ulcer if we can possibly avoid it; but 
by a period of careful medical treatment, of which 
rest in bed is the most important constituent, we 
should ensure that when we operate we are operating 
on the site of an ulcer rather than on an ulcer, and 
that our difficulties are those of avascular scar tissue 
rather than of the oedema and hyperaemia of active 
inflammation.” Haroip Lauran, M.D. 


Postoperative Jejunal Ulcer Following Billroth II 
Resection (Ulcus jejuni postoperativum nach 
Resektion Billroth II). Hans von HABERER. 
Chirurg, 1952, 4: 164. 

In 1951 Hoffmann, in a lecture on the “‘Sequelae 
of Gastric Operations,” stated that in Billroth II 
resections for ulcer it suffices to resect one-third of 
the stomach, that the more extensive two-thirds re- 
section is unnecessary, and that there is no differ- 
ence between the two operations as regards post- 
operative sequelae. For many years it was believed 
that postoperative jejunal ulcer could be prevented 
by using the Billroth II operation. However, cases 
of jejunal ulcer following this intervention have been 
reported from time to time, and the author observed 
6 such cases, 3 of which followed the more extensive 
gastric resection; these amounted to o.5 per cent of 
1,111 cases in which operation was done. Friedmann 
reported a similar percentage. Of 265 cases of post- 
operative jejunal ulcer in the author’s series, 39 
(14.6%) followed the Billroth II operation. In 33 of 
the 37 cases available for evaluation the ulcer fol- 
lowed the minor Billroth II resection, and in only 
4 cases it followed the more extensive Billroth re- 
section. Thus, postoperative jejunal ulcer occurred 
more than 8 times as frequently following the less 
extensive intervention as after the more radical 
operation. 

These results are regarded as confirmation of the 
etiologic significance of residual pyloric glands in 
postoperative jejunal ulcer. Among 29 cases of post- 
operative jejunal ulcer subjected to a radical two- 
thirds Billroth II operation, follow-ups showed no 
recurrence in 16. However, in 4 cases jejunal ulcer 
developed in spite of radical two-thirds resection. 
As a rule the radical operation permits complete re- 
moval of the pyloric glands, but there are cases in 
which a few such glands are missed or they are ab- 
normally situated in the lesser gastric stump or 
duodenal stump. Such residual glands may prove 
the source of a recurring jejunal ulcer. It is possible 
that such anomalies may explain the great dis- 
proportion in the incidence of postoperative jejunal 
ulcer following minor and major Billroth II resec- 
tions, namely 33 to 4. For this reason, the author 
states that he cannot recommend the suggested 
return to the less radical intervention. 

EpitH SCHANCHE MOORE 


The Treatment of Hirschsprung’s Disease (Zur 
Behandlung der Hirschsprungschen Krankheit). K. 
LuHMANN. Langenbecks Arch. u. Deut. Zschr. Chir., 
1952, 271: 102. 

The literature is reviewed, the clinical picture of 
several cases of Hirschsprung’s disease is described, 
and the typical physical findings are recorded. The 
author mentions especially his observation that on 
rectal examination there is a definite spastic contrac- 
tion of the external sphincter as well as of the rectal 
segment situated approximately 2 inches above the 
anal sphincter. This area is believed to be the site of 
the primary cause of the disease. 

It is well known that the clinical course of con- 
genital megacolon may be characterized by periods 
of relative well-being and severe illness. The typical 
pathologic changes do not always involve the entire 
colon. In certain instances there is a segmental in- 
volvement of the more mobile portions while the 
fixed segments of the large intestine are much less 
frequently affected by the disease. 

An interesting but extensive anatomopathologic 
discussion of the autonomous nervous system is pre- 
sented, with special reference to the modern tendency 
to consider anatomical and physiologic disturbances 
of this system as a cause of the disease. 

The author discusses the various types of surgical 
procedures employed in the treatment of congenital 
megacolon. He discards the subtotal colectomy with 
subsequent ileorectostomy since the pathologic 
changes may, after a time, occur in the small intes- 
tine and produce a clinical picture similar to that of 
the original megacolon. Dilations of the anal sphinc- 
ter and eventually section of the anorectal structures 
longitudinally down to the mucosa are occasionally 
followed by symptom-free intervals, but never repre- 
sent a definitive cure. 

The often observed segmental involvement and 
especially the dynamic dysfunction of the colon 
would seem to support the neurogenic origin of the 
disease. Transsection of the intestinal nervous sup- 
ply which originates from the fifth dorsal to the third 
lumbar segment should, in consequence, be adequate 
treatment. The results of sympathectomy, however, 
vary too much to permit definite conclusions. Some 
cases of Hirschsprung’s disease respond well to such 
treatment, other cases not at all. 

The author concludes that the establishment of a 
permanent double colostomy is the treatment of 
choice. All other means to overcome the obstacle 
located in the rectal segment are unsatisfactory. 

R. SCHOBINGER VON SCHOWINGEN, M.D. 


Colovesical Fistula. Brentitey P. Cotcock. Surg. 
Clin. N. America, 1952, 32: 909. 

Other than the rare fistula which is traumatic in 
origin, all colovesical fistulas follow either an in- 
flammatory lesion affecting the pelvic viscera or a 
neoplastic lesion arising in this region. It is generally 
agreed today that of the inflammatory conditions 
which give rise to colovesical fistulas, diverticulitis of 
the sigmoid is by far the most common. Carcinoma 
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of the sigmoid is the second most common cause for 
colovesical fistula. 

Practically all patients with a colovesical fistula 
are more than 40 years of age. This condition is 
much more common in males than it is in females. 
The symptoms may be referable to the lower in- 
testinal tract, to the bladder, or to both. Abdominal 
pain, particularly in the left lower quadrant, is often 
the initial symptom and is usually associated with 
constipation. Urinary frequency and dysuria often 
precede the onset of a fistula between the colon and 
bladder. Once the colovesical fistula has developed, 
the pathognomonic symptom of pneumaturia ap- 
pears. Proctoscopic examination is usually of little 
help in establishing a diagnosis or in determining 
which of the two common etiologic conditions is 
present. Hence, it is upon the barium enema ex- 
amination that reliance must be placed so far as the 
differential diagnosis between carcinoma and diver- 
ticulitis is concerned. 

If carcinoma cannot be excluded, one must as- 
sume the increased risk of early resection in the 
presence of an acute inflammatory process even in an 
elderly patient. If repeated barium enema studies 
show no evidence of carcinoma, colovesical fistulas 
associated with diverticulitis can be safely and com- 
pletely removed by a carefully planned three-stage 
operative procedure. STEPHEN A. ZrEMAN, M.D. 


Polyps of the Colon and Rectum. Nett W. Swinton 
and Witton A. Doane. Surg. Clin. N. America, 
1952, 32: 923. 

The majority of benign mucosal polyps of the ter- 
minal bowel will not be discovered if examinations of 
this region are confined to the patients with the 
classical symptoms! of rectal bleeding, alterations 
in bowel function, or unexplained abdominal pain. 
It is the policy of the authors’ clinic to include a 
sigmoidoscopic examination of all patients who have 
a complete physical examination. Benign polyps are 
found in approximately 5 per cent of all the patients 
examined. Because of the frequent association of 
anorectal disease it is difficult to determine accurate- 
ly the percentage of such polyps which cause symp- 
toms, but it is estimated that not more than 20 per 
cent of patients with benign polyps of the terminal 
bowel have associated bleeding or other referable 
symptoms. The increase in the number of benign 
polyps detected is in direct proportion to the number 
of sigmoidoscopic examinations performed, regard- 
less of the symptoms. 

Of 300 patients with benign polyps of the colon and 
rectum, 20 had papillary adenomas, an incidence of 
6.6 per cent. The basic clinical difference between 
papillomas and adenomas is their manner of growth. 
Whereas the adenoma is primarily a tumor of the 
submucosal glands with little or no involvement of 
the surface epithelium, a papilloma is primarily a 
tumor of the mucosal surface epithelium with result- 
ing secondary glandular changes. The tendency for 
growth in the papilloma is that of progressive lateral 
spread. Papillomas usually occur in an older age 


group than do adenomas. They rarely are found in 
young patients, are seldom less than 1 cm. or more in 
diameter, and are rarely found above the level of the 
peritoneal reflection of the rectum. When malignant 
change takes place in the villous type of tumor, the 
malignancy usually first develops in the deep or 
glandular portion of the tumor, 

The histologic criteria of malignancy for tumors of 
this type are anaplasia, irregularity of architecture, 
and invasion. It is necessary to have at least two of 
these three factors present before a diagnosis of can- 
cer can be made. It is possible for any of these three 
criteria to be present without actual malignancy 
with one exception, definite lymphatic or intravas- 
cular invasion means clinical malignancy. 

The majority of the polyps found in the series of 
300 patients were small adenomas encountered in the 
rectum on sigmoidoscopic examination. Many of 
these were destroyed by fulguration without biopsy. 
Eight patients were under 20 years of age. Few chil- 
dren were treated. The largest number of patients, 
1o1, were between the ages of 51 and 60. Sixteen 
patients were more than 70 years of age. These 
findings are similar to those of a previously reported 
autopsy series with an incidence in males of 63.4 per 
cent and an incidence of multiple polyps in 41 per 
cent of the patients. 

The location of the 331 polyps found in the 300 
patients was as follows: the rectum (level not given) 
in 24, within 3 inches of the anal orifice in 92, 3 to 6 
inches from the anal orifice in 128, and 6 to ro inches 
from the anal orifice in 40. Thirty-three polyps were 
found in the sigmoid, 3 in the ascending colon, 6 in 
the transverse colon, and 2 in the cecum. The size 
was recorded in 313 instances: less than 0.5 cm. in 
diameter in 136, from 0.5 to 1.5 cm. in diameter in 
96, and over 1.5 cm. in diameter in 81. Clinically, 
the polyps were classified as adenomatous in 284, 
and as papillary adenomatous in 20 instances. The 
classification was not recorded in 27 patients. 

The pathologic diagnoses in this series were as fol- 
lows: benign mucosal polyps in 163, benign mucosal 
polyps with localized carcinoma in 33, and no path- 
ologic change recorded in 104. In addition, 48 pa- 
tients were found to have associated carcinoma of 
the rectum, 18 associated carcinoma of the colon, 
and to associated ulcerative colitis. Treatment of 
the polyps in this series was as follows: fulguration 
only in 140; multiple fulguration in 10 (most of these 
patients had the papillary adenomatous type of 
tumor), snare excision and fulguration in 35, surgical 
excision in 34, colotomy in 26, radical resection in 
62, and no treatment in 4 

Six of the 20 patients with the papillary adenomas 
have had repeated recurrences, 1 patient over a 14- 
year period. In 3 additional patients invasive car- 
cinoma has ultimately developed which has required 
radical resection. It has not been possible to follow 
recently 5 of the 20 patients in this group. 

Three patients in this series were treated by resec- 
tion, 7 by local excision, and the remainder by local 
and usually repeated fulgurations. It has been im- 
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possible to prognosticate which of these tumors will 
become malignant and which will recur locally. The 
tendency at the present time is to employ some type 
of resection for more and more of the papillary 
adenomas. 

There have been only 2 instances of bowel perfora- 
tion following fulguration. In both of these in- 
stances, immediate operation was performed, fol- 
lowed by complete recovery. 

It is becoming increasingly apparent that cancer 
of a particularly serious nature frequently develops 
following long-standing chronic ulcerative colitis. 

An adenoma of the rectum or colon which has been 
entirely removed, with fulguration of its base, and 
which has been reported histologically as a benign 
mucosal polyp has never recurred. However, be- 
cause of the known multiplicity of these tumors and 
because of the recognized inaccuracies of roentgen- 
ographic studies of the colon, the patients must have 
careful and indefinite follow-up examinations. In 
the 300 patients subsequent benign polyps were 
found in 12 and subsequent cancer in 10. 

CHARLES Baron, M.D. 


The Incidence of Carcinoma in Chronic Ulcerative 
Colitis. S. OTant and I. Snapper. J. Mt. Sinai 
Hosp., 1952, 19: 275. 

Otani and Snapper believe that even the frequent 
occurrence of the clinical combination of chronic 
ulcerative colitis and cancer does not justify the 
conclusion that the malignant lesion is secondary to 
the chronic inflammatory process. These two enti- 
ties may coexist in many ways. 

Multiple familial adenomatosis may lead to malig- 
nant degeneration and frequently causes chronic 
ulcerative colitis. This basic pattern may not be 
obvious either because most of the benign adenomas 
have been destroyed by secondary ulceration or be- 
cause few adenomatous polyps were present origi- 
nally. One of the patients developed a colonic cancer 
as a result of malignant transformation of an adeno- 
ma, and 5 years later the same patient developed 
ulcerative colitis. The authors stated that if the 
ulcerative process had developed before the malig- 
nancy, this might have been erroneously considered 
as an example of cancer developing on the basis of 
colitis. Multiple areas of cancer in the colon are 
caused by multicentric malignant transformation of 
benign adenomas and are not metastases from a 
solitary cancer secondary to ulcerative colitis. 

Adenomas, single or multiple, are observed in 
association with nonspecific chronic ulcerative coli- 
tis; these adenomatous polyps may be responsible 
for malignant degeneration. Otani and Snapper 
stated that adenomas, even if destroyed by an ulcer- 
ative process, can still be recognized histologically 
by the presence of dedifferentiated mucous glands 
which distinguish them from inflammatory polyps 
with a low colonic mucous membrane (pseudo- 
polyps?). 

Localized ulcerative colitis frequently occurs sec- 
ondary to a stenosing cancer. Such surgically re- 


moved specimens may be erroneously interpreted as 
examples of chronic ulcerative colitis followed by 
cancer. 

It also appears strange to the authors that 
carcinomatous degeneration of adenomas in multi- 
ple familial polyposis has been observed for over 50 
years, whereas malignancy in chronic ulcerative 
colitis has been noted “only recently.” They seem 
to agree with Ewing’s statements that “the trans- 
formation of an inflammatory process to neoplasm is 
very rare, and a dangerous assumption,” and that 
“carcinoma very seldom develops in chronic ulcer- 
ative colitis.” ROBERT TuRELL, M.D. 


Conservative Surgery of Rectal Cancer (La chirurgie 
conservatrice du cancer du rectum). F. D’ALLAINES. 
Gaz. méd. Port., 1952, 5: 9. 


A sphincter-preserving procedure may be em- 
ployed in approximately two-thirds of all operable 
cases of carcinoma of the rectum. This method 
should be employed if the lower end of the tumor is 
located 10 cm. above the anus, or higher. The 
ascending direction of lymphatic vessels and the 
spread of metastases almost exclusively in lateral 
and upward directions vindicate this viewpoint. As 
a rule, removal of a 5 cm. high cuff of normal gut 
below the tumor is sufficient, while, on the other 
hand, the excision should be extensive in lateral and 
upward directions. As a rule, a cuff on normal gut 
extending 15 cm. above the tumor should be 
removed. 

The author employed abdominosacral resection in 
202 cases, with a 6.9 per cent mortality, while after 
ror mutilating amputations fatalities were recorded 
in 17 percent. The functional results were excellent, 
as evidenced by the fact that normal continence was 
preserved in 77.7 per cent of the entire series. 

Babcock’s technique was employed in 42 patients, 
with good continence in only 10.8 per cent. 

The operation is usually performed under spinal 
anesthesia, but in aged individuals with damaged 
myocardium, ether-oxygen-curare is employed. The 
entire region of the sphincter with its nerves and 
blood vessels remains intact, the dissection being 
carried through the abdominal approach above the 
level of the levator muscle. The temporary artificial 
anus is usually closed after a period of from 3 to 5 
weeks. The coccyx is resected, the anorectal canal is 
exteriorized, and coloanal anastomosis is performed. 

Five year cures were obtained in not less than 50 
per cent of the entire series. 

Local recurrences in the distal segment were 
found only in 3 cases. 

In the last 3 years the sphincter-preserving proce- 
dure has been employed by the author in 66.6 per 
cent of the entire operable material. 

Advanced age or a relatively poor condition of the 
patient is not considered a contraindication to this 
procedure because blood transfusions, the use of 
antibiotics and electrolytes, as well as reanimation 
during the operation permit its performance with 
impunity. Joseru K. Narat, M.D, 
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Interposition of Small Intestine for Restoration of 
Continence After Resection of Colon or Rectum 
(Duenndarmzwischenschaltung zur Wiederherstel- 
lung der Kontinenz nach Colon-und Rectumresek- 
tionen). H. FINSTERER. Langenbecks Arch. u. Deut. 
Zschr. Chir., 1952, 271: 337- 


Colostomy after resection of the left colon can be 
eliminated either by direct anastomosis between the 
proximal colon and the rectum, or by interposition of 
the small intestine. Direct union of the colon with 
the rectum cannot be accomplished if the transverse 
mesocolon is abnormally short or if the middle colic 
artery is poorly developed and the blood supply to 
the left side of the transverse colon derives from the 
left colic artery. In such instances ligation of the left 
colic artery deprives the left side of the transverse 
colon, which must be mobilized, of its blood supply. 
In such cases interposition of the smal] intestine is 
indicated. 

The author performed the operation 15 times with 
a 26.6 per cent mortality and was able to collect 
from the literature 33 similar reports. 

As a rule the operation should be performed only 
on relatively young patients who are in a good gen- 
eral condition. 

Resection of the colon is done in the majority of 
cases for carcinoma, but diverticulitis, sigmoiditis, 
or trauma may require such an operation. 

The most popular method of anastomosis is in- 
vagination, which consists of opening the blind end 
of the rectum, pulling the distal end of the jejunal 
segment through the opening and uniting the rectum 
with the jejunum with 2 rows of sutures. Stenosis 
can be avoided by excising the cicatricial margins of 
the rectal pouch. Insufficient blood supply may be 
responsible for necrosis of the anastomosed portion 
of the ileum. 

The author recommends side-to-end anastomosis 
to minimize the danger of stenosis. The operation 
should be performed if a patient with a colostomy 
insists upon its elimination, and if simple union 
cannot be accomplished. Josep K. Narat, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Defects in Right Diaphragm of Infants and Chil- 
dren with Herniation of Liver. Marx M. Ra- 
vitcH and Jacos C. HANDELSMAN. Arch. Surg., 1952, 
64: 794. 

Eventration of the diaphragm may involve a 
portion, rather than the whole, of the leaf of the 
diaphragm. As the involved portion becomes 
smaller, the resemblance to a congenital diaphrag- 
matic hernia increases. The muscle of the diaphragm 
surrounding the affected area acts as a ring, per- 
mitting a thin atonic membrane of diaphragm to 
bulge into the thorax as a sac. 

Five cases are presented in which this condition 
occurred in the right diaphragm of children. In 3 
patients there appeared to be associated symptoms 
that cleared after operative correction. Operation 


is the recommended treatment in all cases, for the 
same reason that it is indicated in the usual case 
of diaphragmatic hernia. The fact that the lesion 
is on the right side, and buttressed by the liver, is 
no contraindication to surgery. The approach is 
through the thorax. 

This abnormality should be considered in the 
differential diagnosis of masses low in the right 
chest that are roentgenologically sharply demar- 
cated superiorly and not separated from the dia- 
phragm inferiorly. Ey Exuiotr Lazarus, M.D. 


Massive Hemangiomas of the Liver. HARWELL Wit- 
son and Witi1Am T. Tyson, Jr. Ann. Surg., 1952, 
135: 765. 

Three cases of massive hemangioma of the liver 
are presented, all occurring in women. In 2 of the 
cases the tumors were in the left lobe and resections 
were successfully performed. In the third case the 
entire liver appeared to be involved by the heman- 
gioma, making it unsuitable for excision. Some im- 
provement followed roentgen-ray therapy. 

CHARLES Baron, M.D, 


Angiocholography and Postural Effects (Angiocho- 
lographie et effets de posture). J. Ranty, J. Paut- 
Hac and J. Caroxt. Sem. hép. Paris, 1952, 28: 203. 


The introduction of radiopaque substances in the 
biliary duct system during or after an operation can 
give valuable information regarding the position of 
the various parts of this system. 

It is essential, however, that roentgenograms are 
also taken in profile with the patient in various posi- 
tions: lying flat, in the Trendelenburg position, and 
standing. Furthermore, the radiopaque liquid must 
be injected very slowly, the pressure necessary to 
give complete filling ranging from to to 30 cm. of 
water. At last, a radiopaque substance must be 
used which is freely miscible with bile; lipiodol, for 
instance, gives pictures simulating local contractions. 

The authors prove with beautiful roentgeno- 
graphic reproductions that a conventional postero- 
anterior roentgenogram can give the erroneous im- 
pression of spasm of Oddi’s sphincter or of the hepa- 
tic duct, whereas their more precise technique re- 
veals that this impression depends upon the topo- 
graphic relations of the various parts of the biliary 
system with passive backflow into the intrahepatic 
ducts of the right or left lobe. The group of true 
spasms of the sphincter of Oddi can thus be differen- 
tiated. GERTRUDE J. VAN Eck, M.D. 


The Cholangiopathies in Infancy (Colangiopatias en 
la infancia). Humperto J. Notr1, ABRAHAM GRIN- 
FIELD, and JUAN ToMARcHIO. Bol. Acad. argent. cir., 
1952, 36: 78. 

Ten cases of affections of the extrahepatic biliary 
tract, observed during the past 13 years at the hospi- 
tal Emilio Civit, Mendoza, Argentine, are reported. 
This material included 3 instances of cholecystitis 
calculosa, 1 case of noncalculous acute cholecystitis, 
1 of lithiasis of the choledochus with cholecystitis 
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purulenta, 3 cases of perforation of the gallbladder 
in the course of typhoid fever (in 1 of these patients, 
in addition to the gallbladder perforation, there was 
a perforation of the ileum), 1 case of congenital mal- 
formation of the extrahepatic biliary passages, and 
1 case of atony of the gallbladder. Of the lithiasic 
patients, the youngest was 4 years of age and the 
oldest was 13. There were 3 female children and 1 
male child. 

The authors’ discussions are based upon this de- 
tailed personal material and upon a study of the lit- 
erature, with special emphasis on the national medi- 
cal literature of the Argentine. Upon examining a 
child with abdominal pains, perhaps of intermittent 
character and with or without icterus, with persist- 
ent digestive disturbances, postprandial diarrhea, 
hemicrania, vomiting, and aerophagia, the possibili- 
ty of disease of the liver and its excretory passages 
should always be borne in mind. However, the fact 
that calculous and cholecystitic disease may not af- 
ford pathologic manifestations (latent forms) 
should also be kept in mind. In these cases biopsy 
and laboratory tests may demonstrate involvement 
of the liver. 

Noncalculous cholecystitis is proportionately more 
frequent in the child than in the adult. In the ma- 
jority of the children the condition may clear up 
under medical management or it may regress spon- 
taneously. 

Typhoid fever is usually regarded as the most 
potent single causative factor in the development of 
biliary disease; however, hypercholesterinemia, 
always found in the convalescence of typhoid, is not 
constantly present in cholelithiasis. The stone in 
the biliary tract may be primary or secondary 
(migratory stone). Perforation of the gallbladder in 
typhoid cholecystitis has a mortality of go to 95 per 
cent when unrecognized; on the other hand, the 
surgical treatment should afford a cure in 60 to 75 
per cent of the cases. The surgical treatment by 
the authors for this condition has always been 
cholecystostomy. In the authors’ 3 children with 
typhoid perforation, however, the mortality was 
66.3 per cent due to unavoidable circumstances. 

Simple roentgenography of the abdominal region 
is of great assistance in distinguishing between per- 
foration of the bowel (pneumoperitoneum) and that 
of the gallbladder. The latter condition, if recog- 
nized preoperatively, can be treated without the 
handling of the intestines during the operation, 
which is in this condition so productive of shock. 
However, in the typhoid perforation the episode may 
develop without warning; the children should be 
watched with special care during recovery from ty- 
phoid. The condition is more frequent in the child 
than in the adult. In fact, perforation of the bladder 
may not be necessary, the peritoneum being involved 
by a simple process of propagation through the walls 
of the gallbladder itself. 

In the congenital malformations the most impor- 
tant factor is the necessity that they be kept in mind; 
timely surgery is life-saving. The condition must be 


distinguished from physiological icterus, icterus 
hemolyticus, erythroblastosis, and acute infectious 
jaundices. The icterus of malformation is more 
persistent with constant progression; there is choluria 
~ acholia when bile is very pronounced in the 
eces. 

The dyskinesias may present the clinical likeness 
of acute appendicitis, cholelithiasis, and renal stone. 

In the discussion José M. A. DEL rI0 cited 2 in- 
stances of biliary tract disease; 1 was a vesicular lithi- 
asis in a child of 12 years of age in whom the great 
number of large stones evidenced the probability of 
their having been present for a number of years. 
The second instance was that of cholecystitis in a 
child 8 years of age. The clinical picture was that 
of acute appendicitis and at operation the appendix 
was removed. The cholecystitis then cleared up 
spontaneously. 

MANUEL Ruiz MorENo congratulated the authors 
on their abundance of material and speculated on 
the possibility of a regional incidence. The discus- 
sant also reported an instance of severe acute 
cholecystitis and one of mild character which cleared 
up spontaneously. The severe case was thought to 
be cholecystitis; at operation, however, stones in 
the gallbladder and pericholecystic adhesions were 
uncovered. Cholecystectomy was done. 

José E. Rivarora related an odd case of biliary 
disturbance in a child 8 years of age with periodic 
abdominal pains localized in the epigastrium and 
the right hypochondrium and at times diffusing 
throughout the abdomen, who was carefully studied 
with reference to the intestinal and urinary tracts, no 
special attention being given to the biliary tract. At 
operation the gallbladder was found to be dilated 
and tense and could not be evacuated by digital 
pressure. Cholecystectomy was done and the 
pathologist reported a tortuous cystic duct which 
was impermeable until the kinks were straightened 
out by cutting the cicatricial bands producing the 
tortuosity. Joun W. Brennan, M.D. 


Left Pancreatectomy for Chronic Recurrent Pan- 
creatitis (Pancréatectomie gauche pour pancréatite 
chronique récidivante). P. Matiet-Guy. Lyon 
chir., 1952, 47: 385. 

The author had 13 patients in whom resection of 
the left portion of the pancreas including the tail, 
body, and most of the isthmus was done. A small 
portion of the pancreas was left within the curve of 
the duodenum as he believes that total pancreatec- 
tomy is not indicated in inflammatory disease. 

It is believed that there is some nervous influence 
which begins a train of vasomotor events leading to 
recurrent bouts of pancreatitis accompanied by 
edema, necrosis, and scarring. This process, accord- 
ing to the author, seems to arise in the left portion of 
the pancreas. 

On this premise the author performed 6 left pan- 
createctomies recently. Biopsy of the pancreatic tis- 
sue is obtained at the time of surgery to ascertain the 
exact extent of the process within the left side of the 





60 INTERNATIONAL ABSTRACTS OF SURGERY 


pancreas. In addition, manometric studies of the 
common bile duct pressure and x-ray studies of the 
common bile duct to determine whether or not a 
partial block of the duct exists within the pancreas 
are made. This will show whether or not a comple- 
mentary anastomosis between the common bile duct 
and the intestinal tract is necessary in addition to 
the left pancreatectomy. 
ORVILLE F. Grimes, M.D. 


Banti’s Disease and Splenic Anemia. Sr1r HENRY 


Dippy. Brit: M. J, 1052, 2: 2. 


Banti’s disease and splenic anemia have been the 
cause of much discussion. There is no agreement on 
whether they are one disease or two, or even if either 
of them exists as an entity. The names are familiar, 
but in fact the disease is rare. Few practitioners see 
many cases and fewer still see them both in children 
and in adults. 

The term “Banti’s disease” is commonly used by 
pediatricians who nowadays see nearly all the cases 
in children; it is also sometimes used in America for 
adults. In Britain, adult cases are usually known as 
splenic anemia. Textbook descriptions which treat 
them as one disease present the following picture: 

A chronic disease with an insidious onset charac- 
terized by splenomegaly, a moderate hypochromic 
anemia distinguished by a definite leucopenia, a 
tendency to severe hematemesis, and terminating 
(in a few cases) after some years as cirrhosis of the 
liver. The spleen is greatly enlarged and often 
reaches below the umbilicus. Progress is slow and 


the disease may last 20 years or more. Such a de- 
scription may serve for the type met with after 
middle age, but bears little resemblance to the dis- 
ease as it is seen in children. 


The following points on etiology may be stated 
here. It is never hereditary, but may be familial, 
Neither alcohol nor syphilis is a factor. 

The clinical features of the syndrome can be traced 
from the earliest stages of the acute forms in quite 
young children to the chronic type of splenic anemia 
in the later decades. The changing picture is due 
partly to variations in the original severity of the 
causal agent, and partly to variations in the mode of 
action on different structures. 

The hepatic cirrhosis, the splenomegaly, and the 
blood changes develop independently of each other. 
The seeds of disease in all the organs are present 
from the time of birth. 

The liver suffers most severely and the damage is 
present throughout life. With the early lesions of 
necrosis life is short, and in its acutest form the syn- 
drome constitutes erythroblastosis fetalis. The sub- 
sequent development of fibrosis may terminate, in a 
few cases, in the clinical features of cirrhosis of the 
liver. 

The spleen suffers less and changes are slower to 
develop. Patients with milder cases of the disease 
live to middle or later decades and the spleen en- 
larges comparatively harmlessly. 

The etiological factor is rhesus incompatibility in 
the parents and the action of rhesus agglutinins on 
the fetus. The disease is the continuing stage of 
erythroblastosis fetalis in survivors. 

The spleen has no influence on the incidence of 
hematemesis or on the condition of the liver and 
progress of the lesions, and only a slight secondary 
influence, if any, on the blood. There is no evidence 
that splenectomy is beneficial. The operative mor- 
tality is high owing to the extensive adhesions. 

BENJAMIN GOLDMAN, M.D. 
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Mesodermal Mixed Tumor of the Body of the Uterus 
Containing Carcinoma. Pu. H. Hartz. Proceed- 
ings, 1950, 53: 3- 

This communication from Curacao, Netherland 
West Indies, describes a case of mesodermal mixed 
tumor of the body of the uterus occurring in a 54- 
vear-old virgin. The tumor was attached to a 
benign leiomyoma of the fundus, which was being 
infiltrated by the tumor tissue. It protruded into 
the vagina. 

In addition to striated muscle fibers, rhabdomyo- 
blasts, cartilage, and myxomatous tissue, it con- 
tained epithelial structures which satisfied all mor- 
phologic criteria of carcinoma. These structures 
occurred everywhere in the tumor, which in many 
places presented the typical aspect of carcinosar- 
coma. In the myxomatous tissue there were nuclear 
abnormalities and sometimes numerous mitoses. In 
several places rhabdomyoblasts were seen develop- 
ing from tissue which had the aspect of a high grade 
fibrosarcoma. There were also areas resembling 
reticulum-cell sarcoma. The photomicrographs in 
the original article are excellent. 

The different theories concerning the histogenesis 
of the mesodermal mixed tumors and carcinosar- 
comas, and the possible relationship between these 
tumors are briefly discussed. | ALAN Rusin, M.D. 


Carcinoma of the Uterine Cervix; Incidence and 
Influence of Age. ARNE LINDELL. Acta radiol., 
Stockh., 1952, Supp. 92. 


This 95-page monograph contains a thorough and 
thoughtful study of the incidence of carcinoma of 
the uterine cervix and the influence of age on the 
patient’s prognosis as determined from the exten- 
sive and excellent data available not only from the 
Radiumhemmet in Stockholm, but from all of 
Sweden as well. 

The first three chapters are devoted to a discus- 
sion of the statistical requirements for such a study, 
the staging of cervical carcinoma, and a survey of 
the material and organization of the Radiumhem- 
met. 

The investigation covers the period from 1914 to 
1944. Altogether 5,509 patients with carcinoma of 
the uterine cervix were examined at the Radium- 
hemmet. Of these 4.6 per cent were not accepted 
for treatment. The remaining 5,258 patients repre- 
sent the material on which this investigation is 
based. All of these patients were treated radio- 
logically. The years 1914 to 1944 were divided into 
periods, 1914 to 1924, 1925 to 1934, and 1935 to 
1944. The annual number of cases increased con- 
siderably, and the totals for the three periods of 
time were 891, 1,708, and 2,659, respectively. The 
distribution among the different stages varied 


widely during the years covered by the study. The 
only exception to this applied to stage I which con- 
sistently accounted for approximately 10 per cent 
of the total. Stage II, on the other hand, increased 
greatly, representing about 26, 35, and 52 per cent, 
respectively, for the three periods. The reduction 
mainly affected stage IV, but was also quite pro- 
nounced in stage III, which dropped from 40 to 36 
and finally to 29 per cent for the corresponding 
periods. The modified system of classification is in 
part responsible for this, but other factors, too, un- 
doubtedly played their part in the altered stage 
distribution noted. 

The largest number of patients were found to be 
between 41 and 55 years of age. The median age 
for the three periods of time dropped from 50 to 49 
and finally to 48 for the last period. Four per cent 
of the series consisted of women under 31 years of 
age. 

The young women were more often found in the 
early stages, while the older women more frequently 
in the advanced stages. Of the women under 31 
years, 32 per cent were in stage III or IV, while the 
corresponding figure for those over 45 years was 
56 per cent. All three periods of time were alike in 
these respects. 

Intercurrent deaths were found to represent 2.2 
per cent of the entire material. Among patients 
under 45 years of age they accounted for only 1 
per cent, but thereafter they increased rapidly, 
reaching more than to per cent among the women 
over 70 years. 

In the Radiumhemmet’s material, each stage was 
studied separately and the cases were assembled in 
10-year age groups and in two periods of time, 1914 
to 1934 and 1935 to 1944. A correction for inter- 
current deaths was made. The therapeutic results 
were evaluated in all the cases following an observa- 
tion period of 5 years. Considerable differences 
were found between the results before and after the 
correction for intercurrent deaths, particularly in 
the upper age groups. 

Only the corrected results are examined in any 
detail. Therapeutic results improved with rising 
age. This improvement was noticeable in all the 
stages in which the material was statistically re- 
liable, but it was not statistically significant in all 
groups. Most of the deaths occurred during the 
first 2 years after treatment, after which the mor- 
tality decreased sharply. This trend was most pro- 
nounced in the advanced stages. In the younger 
women carcinoma ran a rapid course with most of 
the deaths during the first and second years. In 
the older ones, the course was slower, with the mor- 
tality divided more evenly among all 5 years. 

It was found that the longer the duration of the 
symptoms, the more advanced was the stage, with 
great individual variations. The prognosis was not 





62 INTERNATIONAL ABSTRACTS OF SURGERY 


found to have any definite connection with the 
duration of the symptoms, and only for the cases 
with a duration of at least 1 year did the results 
seem to be somewhat better. With regard to the 
significance of age, there were certain differences 
between different stages and between symptom 
periods of different duration. On the whole, how- 
ever, it would appear that the older women had 
somewhat longer duration of symptoms than the 
younger patients. 

The second part of the work is concerned with 
the incidence of cervical carcinoma in Sweden. The 
investigation covers practically all the cases of 
cervical carcinoma in the whole of Sweden for the 
period from 1920 to 1949, or 10,863 cases. The 
highest morbidity rate occurred between the ages of 
51 and 55 years. This rate underwent a consider- 
able steady increase. In fact, it has almost doubled 
in the past 25 years. It is emphasized that this in- 
crease cannot be apparent only, but must be based 
on a true rise in incidence. 

The future rate of cervical carcinoma in Sweden 
is discussed. The increasingly aged population in 
itself will mean a relatively small increase in the 
number of cancer cases, as long as the rate remains 
unchanged. However, it is very probable that the 
increase noted hitherto will continue. Assuming 
that Sweden will have reached the Danish rate for 
the years 1942 to 1944 by 1965, the number of 
cases would then amount to 1,100 annually as com- 
pared to 600 in 1949, i.e., almost double. This in- 
crease would have far-reaching consequences for the 
organization of the gynecological cancer service in 
Sweden. ALAN Rusin, M.D. 


Carcinoma in Situ of the Cervix Uteri. H. Doris 
HoweEtt. Canad. M. Ass. J., 1952, 66: 557. 


The author reports from the Central Laboratory, 
Ontario Department of Health, Toronto, 22 cases 
of carcinoma in situ of the uterine cervix. Over a 
2-year period, 2,499 cervical biopsies were received. 
Of these, 20 were diagnosed as carcinoma in situ, 
II4 as invasive squamous-cell carcinoma, 1 as 
acanthoadenocarcinoma, and 1 as sarcoma. The 2 
additional in situ lesions occurred in material from 
hysterectomies. 

It is of interest that the average age of the pa- 
tients with in situ lesions was 44.5 years, only 3.4 
years less than the average age (47.9 years) for 
those with invasive lesions. 

Unfortunately, the author apparently had no real 
opportunity for access to the patients’ clinical rec- 
ords; hence, the information on clinical manage- 
ment and follow-up is of no great value. 

ALAN Rusin, M.D. 


Considerations of the Treatment of Cancer of the 
Uterine Cervix (Considerazioni sulla terapia del 
cancro del collo dell’utero). Luicit CATTANEO. Clin. 
ostet. gin., 1952, 54: 14. 

The author does not favor total hysterectomy pre- 
ceded or followed, or both preceded and followed by 


radium or roentgenologic therapy. He prefers either 
to perform his modification of the Wertheim opera- 
tion or to regard the patient as inoperable. An inci- 
sion is made from the symphysis pubis to a point 2 
fingerbreadths above the umbilicus to encircle this 
structure from the left side. If enlarged nodes are en- 
countered along the course of the common iliac ar- 
tery or higher, the author tends to limit himself to a 
lymphadenectomy, to the ligation of the internal 
iliac arteries, to bilateral adnexectomy, and to im- 
mediate uterovaginal radium treatment, to be fol- 
lowed later by roentgen therapy. 

However, if enlargement of the lymph nodes can- 
not be demonstrated at this level, the Wertheim 
operation is done. The two internal iliac arteries are 
ligated, as mentioned, the lymph-bearing tissues are 
removed along the course of the hypogastric vein 
and external iliac artery, especially in the trough be- 
tween the artery and the vein, in the region of the 
obturator foramen (node of Leveuf, actually com- 
posed of three lymph nodes), and the gland-bearing 
tissues of the parametrium bilaterally, after ligation 
of the peduncles of the uterine arteries and veins. 
The routine ligation of the internal iliac arteries, as 
the author has been doing for the past 25 years, per- 
mits operation in a region with a notably reduced 
blood supply, and hemorrhage is further inhibited 
by the ligation of the peduncles of the uterine artery 
and vein. The ureter is interfered with as little as 
possible. The uterus, the adnexae with as thorough 
as possible removal of the parametrium, the uterosa- 
cral ligaments, the paracolpic tissues, and the upper 
portion of the vaginal canal (about half of its entire 
length) are extirpated with the lymph gland and 
lymph duct-bearing tissues. 

A drain, consisting of hydrophile gauze, is per- 
meated with surgical streptosil (3 gm.) and impreg- 
nated with a million Oxford units of penicillin. This 
drain is placed in the vagina and removed on the 
fourth postoperative day. Some sponges of oxygel, 
also impregnated with a million units of penicillin, 
may be inserted into the wound cavity, and a third 
million units of penicillin may be injected into the 
prevesical space during the closure of the abdominal 
wall. If the abdominal activity cannot be completely 
closed off by peritonealization a Mikulicz drain may 
be applied, particularly if the hemostasis is not per- 
fect. 

At present this extensive operation is not causing 
an excessive operative mortality. There has been 
only 1 death among 79 cases during the past 3 
months, and at present a series of 20 operations with- 
out a single death. Joun W. Brennan, M.D. 


The Frequency, Diagnosis, and Therapy of Cervical 
Cancer with Special Attention to Preinvasive 
Carcinoma (Ueber die Haeufigkeit, Diagnose, und 
Therapie des Ca colli uteri mit besonderer Berueck- 
sichtigung des praeinvasiven Karzinoms). A. 
StincL. Wien. med. Wschr., 1952, 102: 443. 


In addition to histologic studies we have at our 
disposal 3 means of recognition of cancer or its pred- 
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ecessor, namely, atypical epithelium as shown by 
colposcopy, Schiller’s iodine test, and vaginal cysto- 
diagnosis. Clinical findings, iodine tests, and histo- 
logic studies, without colposcopy and cytodiagnosis 
(as they are not available in every hospital) will dis- 
close the preinvasive stage of cancer in a surprisingly 
large percentage of cases. 

Among 1,302 women hospitalized in the author’s 
gynecologic clinic, cervical cancer was found in 71, 
or 5.45 per cent. The preinvasive stage was present 
in 43 patients, or 3.3 per cent, and the invasive stage 
in 28 patients, or 2.15 per cent. Of the 43 patients 
with the preinvasive stage of cancer, 42 were mar- 
ried, 40 had children and most of these patients were 
in the fourth decade of life. Most of the patients with 
invasive operable cancer were in the sixth decade, 
and most of those with invasive inoperable cancer 
were in the seventh decade of life. 

No matter how early the stage of detected cancer, 
radical abdominal or vaginal operation, or intensive 
radium and x-ray treatment is indicated. 

JosepH K. Narat, M.D. 


The Surgical Management of Carcinoma of the 
Cervix. JosepH W. Ketso. Am. J. Obst., 1952, 
63: 955+ 

The management, survival, and complications of 
treatment in 100 patients with carcinoma of the 
cervix were presented. Ninety-two of this group 
were treated with radical pelvic surgery in addition 
to preoperative radium implantation in 50 of the 
patients and postoperative x-ray therapy in all of 
the patients. The patients were grouped clinically 
according to Schmitz; 62 per cent were in groups I 
and II, 32 per cent in group III, and the remainder 
in group IV. 

The preoperative radium treatment was adminis- 
tered in a standard dose of 3,500 mgm. hrs. The 
details of the postoperative x-ray therapy were not 
disclosed. The surgery consisted of a radical ab- 
dominal hysterectomy with a bilateral salpingo- 
oophorectomy (Wertheim procedure) and a trans- 
peritoneal pelvic lymphadenectomy (Taussig opera- 
tion). The patients were prepared for operation 
with a sulfonamide, penicillin, adrenocortical ex- 
tract and ureteral catheterization. Hyperbaric pon- 
tocaine spinal anesthesia and sodium pentothal 
(given intravenously) were used in combination. 
The operative mortality was listed as 2.1 per cent. 
Ureterovaginal, rectovaginal, and vesicovaginal fis- 
tulas occurred in 9.7 per cent of the patients. 

Survival studies revealed that 84.6 per cent of the 
patients were alive and well from less than 1 year to 
5 years after operation. About 50 per cent of the 
patients had been followed up for less than 2 years. 
Among 15 patients followed up from 4 to 6 years 
after surgery, there was a survival of 66 per cent. 
A comparison with a group of patients in the same 
geographical area in whom only irradiation was 
used revealed similar survival in groups I and II. 
In group III the survival of the surgically treated 
patients was about twice that of the irradiated pa- 


tients. It should be noted that the operative series 
consisted of 24 patients and the irradiation series of 
50 patients. 

It was concluded that carcinoma of the cervix 
could be treated by radical surgery with a low opera- 
tive mortality, that the urinary complications were 
too high, that surgery was a useful adjunct to irradi- 
ation, and that patients adjust more easily to 
surgery and irradiation than to the latter alone. 

ARTHUR L. Haskins, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Dermoid Cysts of the Ovary. Clinicostatistical 
Study of 256 Cases (Le cisti dermoidi dell’ovaio. 
Studio clinico-statistico su 256 casi). GIAN FRANCO 
OTTOLENGHI-PRETI. Ann. ostet. gin., 1951, 78: 1342. 


This statistical study of dermoid cyst of the ovary 
is based upon a clinical material of 256 cases ob- 
served in the course of the 30 years from January 1, 
1920 to December 31, 1949 at the gynecologic and 
obstetric clinic at Milano, Italy. This period com- 
prised the brilliant era of the 3 great scholars, Man- 
giagalli, Alfieri, and Vercesi. During this period 
there were admitted to the clinic 208,658 women 
(70,486 gynecologic cases; 138,172 obstetrical cases), 
and in the latter group there were 22,366 surgical 
interventions. The percentage of dermoid cysts of 
the ovary, as compared with the entire material in 
the last group mentioned was 0.12 per cent, and as 
compared with the number of surgical interventions, 
1.15 per cent. With reference to the age groupings, 
there were 12 patients under 20 years of age, 78 
in the second decade, 102 in the third, 46 in the 
fourth, 15 in the fifth, and, finally, there were 3 pa- 
tients who were more than 60 years of age. In other 
words, the condition predominated in the period of 
greatest sexual activity. There were in this material 
2 prepuberal girls (11 and 12 years of age, respec- 
tively) and 21 women who had passed the climac- 
teric. 

The right ovary was involved in 117 (45.9 per 
cent), the left in 104 (40.4 per cent), and the condi- 
tion was bilateral in 35 (13.7 per cent). There was no 
evidence in this material that the more youthful pa- 
tients were especially prone to bilateral involvement. 

The size of the dermoid tumors varied from that 
of a pigeon’s egg to that of the head of an infant 2 or 
3 years of age. In the bilateral involvements the tu- 
mors tended to be markedly different in size. 

Even disregarding the patients in whom the der- 
moid cyst coexisted with other affections, there was 
no typical symptomatology of the condition. In 
simple dermoid cyst there was lower abdominal pain 
in 58.2 per cent of the cases, pains in the lumbar re- 
gion in 28.2 per cent, leucorrhea (always associated 
with other symptoms) in 21.6 per cent, palpable 
swelling in the abdomen in 18.6 per cent, a sense of 
weight in the abdomen in 18 per cent, nausea and 
vomiting in 12.6 per cent, urinary disturbances in 
11.4 per cent, obstinate constipation in 9.6 per cent, 
and menstrual disturbances (exclusive of meno- 
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metrorrhagia) in 6.6 per cent. In 7.2 per cent of the 
cases there were no symptoms (causal finding). 
Menometrorrhagia occurred only in association with 
other findings. In only a fourth of all these cases was 
the symptom independent of all other symptoms. 

Among the associated pathologic conditions was 
torsion of the dermoid cyst in 23 instances (8.3%), 
suppuration in 10 (3.9%), and adhesions to other 
organs in 35 (13.67%). In 1 instance the cyst was 
lying free in the abdominal cavity, in another in- 
stance there was malignant degeneration of the cyst 
with diffusion into the peritoneal cavity (death 7 
days later), and in still another instance, in addition 
to the dermoid cyst, there was a bilateral cystocar- 
cinoma with death 25 days later. 

In 1 of the 222 instances in which the history indi- 
cated the preoperative diagnosis, it corresponded 
with the condition found at operation; however, if 
the diagnosis of ovarian cyst is considered sufficient, 
it was confirmed in 102 patients (45.96 per cent), in 
100 cases it was partially confirmed, but in 20 cases 
it was completely erroneous. 

Operative findings disclosed, in addition to the 
dermoid cyst of the ovary, or ovaries, that there was 
a uterine fibroma in 33 instances, adnexitis in 109, 
ovarian cyst in 33, bilateral cystocarcinoma of the 
ovaries in 1 case, and tubal pregnancy in 4 cases. In 
I patient the tubal pregnancy was present in the 
contralateral tube. 

The treatment administered was ovariectomy or 
ovariotomy on one side in 43 instances (16.8 per 
cent), ovariectomy or ovariotomy on both sides in 16 
(6.3 per cent), adnexectomy on one side in 114 (44.6 
per cent), adnexectomy and resection of the ovary on 
the other side in 27 (10.5 per cent), bilateral adnexec- 
tomy without conservation of the ovarian fragments 
in 36 (14 per cent), and bilateral adnexectomy with 
conservation of the ovarian fragments in 20 (7.8 per 
cent). The convalescence was apyretic in 85 of these 
patients (33.2 per cent), subfebrile in 121 (48.3 per 
cent), and febrile in 50 (19.5 per cent). There was a 
total of 5 deaths (1.95 per cent). The period of con- 
valescence averaged 16.5 days. 

There was no evidence in this material that fibroid 
cyst of the ovary has any influence on the fertility of 
the woman. Joun W. Brennan, M.D. 


MISCELLANEOUS 


Gynecologic Manifestations of Venereal Lympho- 
granuloma (Manifestacgées ginecolégicas da linfo- 
granulomatose venérea). ALICIO PELTIER DE 
QueEtROz. Obst. gin. lat. Amer., 1952, 10: 73. 


This is the third of a series of articles on the sub- 
ject of lymphogranulomatosis venereum and based 
on the material observed at the gynecologic depart- 
ment of the University of Bahia, Brazil. In one of 
the previous articles the author’s assistants, Jair 
Burgos and Otavio Coélho, showed that the prosti- 
tutes of the City of Salvador (Bahia is sometimes 
designated Sao Salvador on maps) gave a positive 
Frei reaction in 47.4 per cent of cases. The author 


also points out a relationship between the positive 
Frei reaction and cancer. He does not quote his own 
figures but cites those of Binkley of the Memoria] 
Hospital of New York, which show that 50 per cent 
of the patients with squamous cancer of the rectum 
present a positive Frei reaction ; he agrees with Coutts, 
of Argentina that a relationship between venereal 
lymphogranuloma and genital cancer is evident. 

In the matter of diagnosis, the author insists that, 
in addition to the case history, the macroscopic and 
growth characteristics of the lesion itself, the Frei 
reaction, the Ravaut reaction, and the complement 
fixation test are of importance. He states that there 
are no pathognomonic findings in the examination of 
the ocular fundus and the histopathologic examina- 
tion of the tissues. This statement is based on the 
work of his assistants: the immunologic findings of 
Hugo da Silva Maia, the ocular fundus findings of 
Geilza Cravo Batinga, and the histologic findings of 
Maria Berila Conceigao. 

In the extensive material observed the results of 
medical treatment have been disappointing. Of the 
sulfonamide preparations, the author’s preference 
has been for lutazol (parasulfamidophenilazosali- 
cylate of potassium). The author agrees with others 
that the sulfonamides may have some protective in- 
fluence in experimental work on animals, but they 
do not kill the ultravirus of lymphogranulomatosis 
venereum. Penicillin exercises at most an effect on 
the associated bacterial infections. Streptomycin in 
venereal granuloma leaves much to be desired (vari- 
ous authors). The author lacks experience with au- 
reomycin and other antibiotics. In general, the 
author concludes that we do not possess a definitive 
cure for this condition. 

In the matter of surgical treatment it is concluded 
that the polymorphous character of the manifesta- 
tions in lymphogranuloma does not admit of laying 
down any rules for surgical treatment. Strict in- 
dividualization of the indications is necessary. The 
one definite rule which is always applicable is that of 
‘primam non nocere,” since the surgeon is working 
in a field which is dystrophic, is composed of infil- 
trated, sclerosed, and infected tissues, and is a 
source of numerous surprises. The operations recom- 
mended are largely compulsory (ablation of ab- 
scessed glands, opening of fistulous tracts, extirpa- 
tion of excrescences, coagulation of ulcerations, and 
temporary and definitive colostomies). The author 
is under the impression that rectocolic amputations 
in skillful hands and on proper indication solve the 
problem in proctologic practice in woman. He is of 
the opinion that in the pregnant woman suffering 
from advanced lymphogranulomatosis venereum, 
cesarean section will receive ever wider application. 

Joun W. Brennan, M.D. 


The Hydatidiform Mole (La méle Hydatiforme). 
A. BrinpEAu, A. HINGLAIs, and M. HINGLrAIs. 
Gyn. obst., Par., 1952, 4: 3. 


In a general review of the clinical and histologic 
aspects of hydatidiform mole the authors have pre- 
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pared in a condensed form all the material in recent 
publications. The classical picture of a mole on 
pathologic examination, both grossly and microscop- 
ically, is given and the variations which occur in 
many cases are described in great detail. Special 
stress is placed upon the manner in which Langhans, 
and syncytial cells may be seen freely invading the 
decidua basalis, the maternal blood sinuses, and the 
uterine wall. As these findings may be seen either 
ina mole or in a chorioepithelioma, the authors state 
that it is generally impossible to make a diagnosis of 
malignancy purely on the basis of a histologic exam- 
ination. Biologic assays alone will establish a diag- 
nosis of chorioepithelioma in the earlier cases. 
Typical clinical findings are discussed in great de- 
tail with special emphasis on hemorrhagic phases and 
the picture of extreme toxicity which some of the pa- 
tients may develop. The historical and pathologic 
aspects of chorioepithelioma are added to the de- 
scription of the hydatidiform mole. The general 
characteristics of chorioepithelioma are reviewed 
with special reference to the metastasis which may 
beseen. The authors believe that involvement of the 
vagina, vulva, and adnexa is nearly always by direct 
extension and not by metastatic involvement by way 
of the blood vessels. GrorGE C. Lewis, Jr., M.D. 


Vital Cytologic Diagnosis of Cancer with the Phase 
Contrast Microscope (Diagnéstico vital citolégico 
do cancer pelo microscopio de contraste de fase). 
ARNALDO DE Moraes and Nisio MARCONDES Fon- 
sECA. Obst. gin. lat. Amer., 1952, 10: 3. 


This report stems from the ““Ambulatorio Preven- 
tivo do Cancer” of the University of Brazil’s Insti- 
tute of Gynecology. It is based on more than 3,400 
examinations. In this material 16 instances of grade 
zero cervical cancer were uncovered. In this prelimi- 
nary communication the authors compare the normal 
cell with the atypical cells of cancers and also com- 
pare their method of diagnosis with that of Papani- 
colaou. 

There are sixteen features in which the cancer cell 
of the uterine cervix differs from the normal cell: 
(1) the cytoplasm of the cancer cell is darker, (2) the 
cytoplasm is vacuolated, (3) the cellular membrane 


is less sharply delimited, (4) the nucleus is vascular 
and lighter in color, (5) the spinous cell is without 
tonoplasts, (6) the cytoplasm may exhibit ameboid 
elongations, (7) there is a corona of perinuclear 
coarse granulations, (8) the nuclear contour is 
notched, (g) the nucleoli are increased in size and 
number, (10) there are excentric nucleoli, (11) the 
relationship of the nucleus to the cytoplasm is in- 
creased, increase of size of the nucleus and diminu- 
tion of the cytoplasm, (12) multiple nuclei are pres- 
ent, (13) the nuclei are variable in form, (14) the 
nuclei are small and obscure (aggressive elements?), 
(15) bioplasts are absent; and (16) there are naked 
nuclei. Photomicrographs in the original text illus- 
trate these characteristic findings. 

The advantages of the authors’ diagnosis are listed 
under 7 headings: (1) the examination is made on 
fresh tissues, (2) it is made in the out-patient depart- 
ment, (3) with insufficiency of material, the patient 
is still immediately available, (4) according to Ger- 
man thinking, there are many signs of malignancy 
present in the cytoplasm—these are not destroyed or 
altered in appearance by the fixing and staining proc- 
esses, (5) their method reveals a large number of 
characteristics which the staining method does not, 
while it equals the technique of Papanicolaou in pre- 
senting such signs of malignancy as excessive hyper- 
chromasia, (6) the cost of the method is low, and 
(7) the technique is simple. 

There are 2 disadvantages. First is the impossibil- 
ity of preserving the test material for more than 24 
hours. This prevents the collection of test slides; 
however, this can be partially compensated for by 
the collection of photographic reproductions. It is 
also impossible to transport specimens successfully 
from long distances. The method shares with that of 
Papanicolaou the disadvantage that it often does not 
reveal a difference between the malignant cells and 
the atypical cells of inflammatory origin. 

This method is of tremendous significance as it 
offers the possibility of observing the living processes 
in the cell. This renders the cultivation of the cell on 
artificial media a desideratum; the authors are hav- 
ing a culture chamber for living tissues constructed 
at the present time. Joun W. Brennan, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Combined Hormone Therapy (Estrogens Plus 
Progesterone) in the Treatment of Threatened 
Abortion [L’ormonoterapia associata (estrogeni+ 
gestageni) nel trattamento dell’aborto minacciante]. 
MARIO CARBONINI. Ann. ostet. gin., 1951, 73: 1319. 


Thirty women were treated with the method here 
reported. Two were wrongly diagnosed as pregnant 
and 3 failed to report for a recheck of their condition. 
In 23 of the 25 women who were adequately studied, 
the threat of abortion arose spontaneously; in the 
remaining 2 it was the result of operative procedures 
(myomectomy and ovariosalpingectomy on the 
right side, the removed tissues including the corpus 
luteum of pregnancy). 

Treatment consisted of daily injections of 12.5 
mgm. of progesterone and 1.5 mgm. of estradiol 
dipropionate in an oily menstruum. These injections 
were continued until pains and bleeding ceased, then 
two or three weekly injections of the same prepara- 
tion were continued in the usual fashion until the 
end of the fourth month. In patients in whom the 
threat arose in the fourth month or later, the 
prophylactic course was continued for a month after 
the active course of treatment had been discon- 
tinued. 

The treatment was unsuccessful in 4 instances, 


that is, 2 instances in which abortion occurred 
despite the treatment; however, the patients ad- 
mitted that they had not followed instructions and 
had even engaged, after returning home, in heavy 


physical labor. In one other aborted patient the 
case was considered hopeless from the start and the 
treatment was given only at insistence of the woman. 
In the remaining instance of loss of the fetus, the 
pains and bleeding had been present at times for 30 
days before admittance and no tests were made to 
determine the viability of the fetus (dead fetus?). 

Thus, in 21 of these patients (84 per cent) the 
pregnancy continued to term and viable fetuses were 
born. Some of the infants were even superior in 
body weight to that usually considered normal. 
There was 1 instance of frank premature delivery 
(seventh month); however, this occurred in a primi- 
para with twins. The results of the treatment are 
the more surprising when the severity of the cases 
selected for treatment is considered. 

The author admits that not much can be said 
about the proper dosage or the method of admin- 
istering the preparation used, because of the paucity 
of material for evaluation (25 cases). He hopes 
to attack this problem in a later publication when 
sufficient statistical data have accumulated. At 
present he contents himself with pointing out the 
advantage to be obtained by the combined admin- 
istration of the two hormones; disturbance of the 
equilibrium of the hormonal balance is avoided dur- 
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ing this critical period, and the procurement of the 
benefits to be expected from the well known synergis- 
tic action of these two hormone preparations is 
possible. Joun W. BRENNAN, M.D. 


Treatment of Septic Abortion. C. W. F. Burnerr, 
Brit. M.J., 1952, 2: 886. 


The treatment of septic types of abortion is still 
in controversy. Disagreement over immediate evac- 
uation of the products of conception versus surgery 
later (if at all) is still prevalent in most medical 
groups. In this particular article, 267 cases of septic 
abortion selected from a group of 2,322 cases of 
abortion of all types (1946-50) at the West Middle- 
sex Hospital (England) are reported. The author 
initially defines septic abortion as an abortion (termi- 
nation of pregnancy before the twenty-eighth week) 
in which infection of the genital tract occurs in any 
of the three stages of labor or puerperium. The diag- 
nostic criteria for such a septic abortion are: 

1. Temperature of 99°F. or over for 24 hours (not 
accounted for by any extraneous lesion). 

2. Signs and symptoms of intrauterine sepsis. 

3. Signs and symptoms of extrauterine infection. 

The results of this study revealed that 86.5 per 
cent of the septic abortions are intrauterine in type, 
while an additional 10.9 per cent extend beyond the 
uterus but are still intrapelvic, and 2.6 per cent are 
generalized septicemias. 

When the infection is of the first type, or intra- 
uterine, the physician must combat the infection and 
control the abortion. If the abortion is inevitable 
and progressing satisfactorily, no treatment is neces- 
sary to control the abortion. If the abortion is 
complete, obviously no further treatment is neces- 
sary for the abortion per se. If the abortion is in- 
complete, the uterus must be emptied at some time, 
but immediately if severe hemorrhage is present. 

The author realizes that active treatment toward 
control of the abortion interferes with the rest which 
the inflamed uterus requires. Except in the presence 
of excessive hemorrhage, active intervention is 
undertaken only when danger from sepsis has sub- 
sided. Vaginal cultures are taken from all patients 
on admittance to the hospital. Urinalysis is per- 
formed. Treatment is instituted in the form of triple 
sulfa (-diazine, -thiazole, and -merazine) by mouth 
and 300,000 units of procaine penicillin intramuscu- 
larly twice daily. The fluid intake is kept at 3.5 
liters daily. The urine is kept alkaline, and iron 
transfusions, blood transfusions, or both are given 
as needed. If the Bacillus coli is cultured, the anti- 
biotics are replaced by streptomycin. Surgical inter- 
vention gave the best results when performed 24 
hours after the patient’s temperature and pulse had 
been normal. When surgery was performed, the 
uterine cavity was explored with the finger and the 
separation of any placental tissue, and tissue was 














removed with the sponge or ovum forceps. No 
curettage was performed. 

Patients with intrapelvic infection are treated 
similarly to those with intrauterine infection, and 
surgery is usually limited to the relatively rare pa- 
tient needing drainage of a pelvic abscess. 

The causative organism most commonly found on 
culture was the Bacillus coli, followed in frequency 
by the Staphylococcus, the nonhemolytic Strepto- 
coccus, and the hemolytic Streptococcus, in the order 
given. The Clostridium welchii and anaerobic 
streptococci were rarely encountered. 

Among all of the cases reviewed, 2 patients died, 
a septic mortality rate of 0.75 per cent. The imme- 
diate prognosis of septic abortion is much improved 
by the availability of whole blood and antibiotics. 
Any fixed routine of treatment for any group of 
cases is undesirable. Jack W. Tuompson, M.D. 


LABOR AND ITS COMPLICATIONS 


Analysis of Fetal Mortality in Cesarean Section. 
Experience in an Urban Community. A. W. 
Dipp1rE, H. H. Jenkins, M. Davis, and K. A. 
O’Connor. Am. J. Obst., 1952, 63: 967. 

Seven hundred and sixty-three consecutive cesar- 
ean sections performed in 6 civilian hospitals in 
Tennessee resulted in 115 infant deaths per 1,000 
abdominal deliveries, as compared to 39 deaths per 
1,000 for all deliveries. The maternal deaths were 
recorded to be 4 in the series of abdominal deliveries. 
In an attempt to assign causes for the greater mor- 
tality in the sectioned group, the authors analyzed 
the indications for surgery and management of the 
patients in each of the six hospitals. These are des- 
ignated alphabetically from A to F. Hospital A held 
the unique position in the group of being the only 
hospital with a closed staff. In addition, the depart- 
ment of obstetrics and gynecology in this hospital 
was supervised in a manner similar to that of a teach- 
ing hospital. There was little or no supervision in 
the other 5 hospitals in the series. 

The incidence of abdominal delivery in hospital A 
was 1.6 per cent, while it varied from 2.8 to 7.5 per 
cent in the other institutions. The indications for 
cesarean section were tabulated. Heading the list 
was previous section and, following this, the follow- 
ing indications were given: disproportion, toxemia, 
placenta previa, uterine inertia, abrutio placenta, 
previous difficult labor, no data, breech, and elderly 
primipara. On investigation, it was found that the 
diagnosis of cephalopelvic disproportion was ill de- 
fined or unproved in more than 60 per cent of the 
cases. Twenty-five per cent of the patients sectioned 
for uterine inertia were not in labor. Other indica- 
tions, including epilepsy, postmaturity, previous 
postpartum bleeding, and previous peptic ulcer, did 
not seem well advised. The lowest incidence of fetal 
mortality was 81 per 1,000 abdominal deliveries, in 
hospital A. In the others the incidence varied from 
93 to 200 fetal deaths per 1,000 sections. Nearly 
50 per cent of the infants in the mortality series 
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were dead prior to surgery. The other deaths were 
neonatal or occurred during surgery. 

The sections were evaluated as to being justified, 
unjustified, poorly timed, or questionable. The au- 
thors considered that 21 sections were justified, 22 
were unjustified, 19 were poorly timed, and 26 were 
considered questionable. There were 123 premature 
infants in the 763 sections and 629 mature infants; 
in 21 cases data was unavailable. The deaths occur- 
ring from elective section because of previous section 
accounted for about 25 per cent of the neonatal 
deaths, and the majority of these involved prema- 
ture infants. 

The authors concluded that 40 of 88 fetal deaths 
occurred with inappropriate or poorly timed appli- 
cation of abdominal hysterotomy. Fifty of 81 babies 
which were lost were premature. Experience in one 
hospital indicated that direct supervision and peri- 
odic review of obstetric problems by competent 
authority are effective in the improvement of ob- 
stetrical care. ARTHUR L., Haskins, M.D. 


NEWBORN 


The Incidence of Mortality Resulting from Morbus 
Hemolyticus Neonatorum in Vienna in the 
Period from 1940 to 1951 (Die Haeufigkeit der 
durch Morbus haemolyticus neonatorum bedingten 
Todesfaelle in den Jahren 1940-1951 in Wien). E. 
RUSCHITZKA and B. WEIGL. Geburtsh. & Frauenh., 
1952, 12: 167. 

The population of Vienna consists of 82.86 per 
cent of Rh-positive, and 17.4 per cent of Rh-negative 
individuals. This means that in 14.2 per cent of 
marriages the classic Rh-constellation of Rh-positive 
father and Rh-negative mother should occur 
(0’8286 Xo’1714—0'142). 

At the pathologicoanatomic Institute of the Uni- 
versity of Vienna a total of 4,486 children up to the 
age of 3 months came to autopsy in the period from 
January, 1940 until December, 1949. A study of the 
protocols disclosed 134 children who, because of the 
presence of icterus, anemia, or a hydrops universalis, 
could be suspected of having died of morbus hemoly- 
ticus neonatorum. In 30 of these protocols there was 
serologic proof and histologic confirmation (foci of 
hematogenesis and hemosiderosis of the liver, spleen, 
and kidneys; icterus of the brain centers and of the 
horn of Ammon). In a further 17 cases the morpho- 
logic and, in part, the histologic findings suggested 
this condition; however, the confirmatory serologic 
basis was absent and the subsequent examination of 
the mothers of these children was impossible, espe- 
cially during the years 1940 to 1945, because of the 
war. 

Of these 30 infants with certain morbus hemoly- 
ticus neonatorum only 3 lived longer than 8 days. 
These died, however, not long afterward. Thus, the 
most critical period for this disease is the first week 
of life, and the study of the protocols could be nar- 
rowed down to those made on children who died 
within 1 week after birth. These protocols numbered 
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1,663. Of these, 70 gave a suspicion of the presence 
of this birth injury, 27 could be classed as certain, 
and g as possible or probable. Thus, the percentage 
of certain cases of morbus hemolyticus neonatorum 
was 1.65 per cent, and with the inclusion of probable 
cases the percentage rises to 2.2 per cent. 

For comparison the same figures were procured 
for the 14 months from January, 1950 to April, 1951 
and treated in an identical manner. Here the per- 
centages procured were 3.1 per cent for the certain 
cases and 3.7 per cent for the probable instances. 

The discrepancy between the calculated figure of 
14.2 per cent for all marriages in Vienna and the 
actual figure for the last 14 months of 3.7 per cent is 
ascribed by the authors to the fact that not all Rh- 
negative mothers develop the antibody in the pres- 
ence of the Rh-incompatible pregnancy, that a cer- 
tain number of marriages do not produce children or 
produce but 1 child who, as is well known, only 
rarely exhibits this injury. Finally, there is the 
possibility that many of the milder cases of morbus 
hemolyticus neonatorum simulate a physiologic ic- 
terus neonatorum and the infants do not die; conse- 
quently, there is no statistical control. 

The discrepancy between the figures of the first 10 
years and the last 14 months is ascribed to two facts: 
the more systematic search for the evidence of mor- 
bus hemolyticus neonatorum during the later 
period, and the more widespread employment of 
blood transfusion, especially the transfusion of 
blood from an unknown source. 

The authors here wish to bring to the attention of 


the medical practitioner that the consideration of 


the Rh- factor in transfusions of blood is of the ut- 
most importance and that the early recognition of 
morbus hemolyticus neonatorum may prevent the 
occurrence of further complications by means of 
timely initiation of the specific therapy (blood sub- 
stitution transfusions). 

Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


Nil nocere! in Obstetrics (Nil nocere! in der Geburt- 
shilfe). L. NUERNBERGER. Muench. med. Wschr., 
1952, 94: 913. 

The author points out very briefly a number of 
frequent therapeutic errors in the management of 
labor and delivery. This article is written for the 
benefit of the general practitioner in Central Europe 
where home deliveries are much more common than 
hospital deliveries. It does not apply to conditions 
in America where most obstetrical cases are handled 
in hospitals. 

Patients with the following conditions should al- 
ways be hospitalized and should not be exposed to 
the risks of home delivery: eclampsia, placenta 
previa, hydramnios, cardiac diseases, nephropathies, 
and febrile conditions of extragenital or genital 
origin. 

Furthermore, typical instances of mismanagement 
in contracted pelvis, dry labor, hemorrhage of vari- 
ous origins, prolapse of the cord, and other complica- 
tions are discussed. The author warns especially 
against the unjudicious use of oxytocics. 

WERNER M. Sotmitz, M.D. 





GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Pheochromocytoma: Diagnosis and Treatment. 
GEORGE F. Canty. J. Urol., Balt., 1952, 67: 779. 


The diagnosis of pheochromocytoma is made in 
instances in which there is secretion by the tumor of 
hormones with many and varied actions rather than 
displacement of organs. At least two active sub- 
stances are produced—epinephrine and norepineph- 
rine. The tumors have been noted under many con- 
ditions, including virtually all varieties of hyperten- 
sive syndromes. In approximately one-third of the 
cases, paroxysmal hypertension is observed. Con- 
tinous hypertension has been noted more frequently 
in some series. 

Adult females are affected most frequently, and 
10 per cent of the author’s patients had more than 
one tumor. These tumors may be found in retro- 
peritoneal ganglia as well as in the adrenal medulla. 

Specific symptoms, other than elevated blood 
pressure, vary with different patients. Many pa- 
tients, however, have pounding of the heart, cold- 
ness and blanching of the extremities, shortness of 
breath, nausea, hypermetabolism, elevated blood 
sugar, and glycosuria. Since patients with pheochro- 
mocytoma may be cured, this lesion must be sus- 
pected more frequently in hypertensives. 

Three provocative tests have been used in the 
pharmacologic diagnosis of pheochromocytoma— 
histamine, mecholyl bromide, and tetraethyl ammo- 
nium bromide. Of these drugs, histamine apparently 
has been the most valuable and is now the most 
popular provocative. 

Antagonistic drugs also have been helpful in 
identifying these tumors. Benzodioxane has been 
particularly useful in sustained hypertension. 

Further identification of the tumor may be expe- 
dited by plain x-ray films, pyelograms, perirenal 
insufflation, laminagraphic x-ray films, and aortog- 
raphy. The author is especially enthusiastic about 
gas insufflation in localizing tumors which cannot be 
identified by any other method. Some pheochromo- 
cytomas may occur in the chest. 

Surgical extirpation is the treatment of choice. 
Valuable adjuncts are adrenolytic agents to prevent 
hypertensive crisis during the operation, and a sus- 
taining hypertensive substance to correct the hypo- 
tensive state following removal. 

Dibenamine is recommended for the preoperative 
preparation of the patient but must be used care- 
fully and judiciously because this sympathicolytic 
drug can be dangerous. There must be regulation of 
timing in the injection of this agent in relation to the 
operation. 

Regardless of the type of anesthesia employed, 
anoxia must be avoided. Fall in blood pressure and 
circulatory collapse have been controlled most easily 
by intravenous norepinephrine. 


A transverse upper transperitoneal abdominal in- 
cision is recommended. The blood supply should be 
occluded before the tumor is manipulated. 

The prognosis is good, for at least go per cent of 
these tumors are benign. Ormonp S. Cup, M.D. 


The Novocainization of the Renal Peduncle in 
Nephritis (La novocainizzazione del peduncolo 
renale nella nefrite). Atritio Trevistnt. Urologia, 
Treviso, 1952, 19: 71. 

In two preceding publications the author dealt 
with novocain infiltration of the renal peduncle in 
cases of anuria and of ureteral lithiasis. In this ar- 
ticle the material consists of 43 patients with acute 
and subacute nephritis (17 cases), nephritis chronica 
and nephrosclerosis (18 cases), toxic nephritis (cor- 
rosive sublimate, 1 case), and pyelonephritis (7 
cases). 

At first the infiltrations were practiced as a rou- 
tine procedure, without reference to the presence of 
tonsillar or dental foci. However, it was found that 
the remissions were too transient and the patients 
were at once subjected to surgery and the immediate 
infiltration was reserved for cases of anuria or of 
grave oliguria. Of course, this removal of the foci of 
infection in a certain number of cases resulted in an 
immediate amelioration of the symptoms, and the 
patients so affected were excluded from this study. 

The technical details of the procedure have been 
described in a previous publication (the report with 
reference to the ureteral calculosis). The novocain 
block was instituted alternately, first on one side, 
then on the other, at intervals of 3 to 4 days. Bi- 
lateral infiltrations were reserved for cases of anuria 
and of grave oliguria. The course of treatments was 
considered completed when a clinical cure had been 
attained or when there was no further improvement 
to be expected. 

In 15 of the 17 cases of acute and subacute ne- 
phritis there was clinical cure. This clinical remis- 
sion was obtained in from 1 week to 1 month. The 
duration of illness in these patients had been from 2 
weeks to 6 months. In the remaining 2 patients there 
was notable amelioration of the condition. By clin- 
ical cure the author means that all functions of the 
kidney tend to return to normal, or nearly so. 

In the patients with chronic nephritis and nephro- 
sclerosis, on the other hand, the morbid manifesta- 
tions did not, as a rule, return completely to normal, 
although there was a general tendency toward im- 
provement of the symptoms. Two cases have re- 
mained stationary for 7 and 4 months, respectively, 
I case became worse after 2 years, 2 patients died 
2 days and 10 days, respectively, after initiation of 
treatment. 

These cases suggest that if there is a reversible 
component in the etiology or the pathogenesis of 
chronic nephritis, there must be an irreversible com- 
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ponent in the patients, apparently in the nature of a 
nephrosclerosis. The improvements are, of course, 
ascribed to the better blood supply to the kidney 
with the removal of the vascular spasmodic com- 
ponent with the blocking of the nerve impulses in the 
renal peduncle. This action takes care of most of the 
clinical symptomatology in the acute and subacute 
nephrites, of the reversible component of the chronic 
cases, and of a considerable component of the ab- 
normal findings (pyuria, hematuria), and is perhaps 
influenced by the diuresis following the infiltrative 
treatments. Even in the corrosive sublimate poison- 
ing case, although the patient sank progressively to 
an inevitable death, there was an early diuretic 
response to the novocain infiltrations, perhaps as a 
result of the reactivation (in the sense of Haymann 
and Staar) of such glomeruli as were able to respond. 

An odd finding in the cases of pyelonephritis was 
the tendency for the specific gravity of the urine to 
fall with the institution of the novocain block of the 
peduncle of the kidney; in this regard the response 
resembled that in the cases of chronic nephritis. 
However, in the 1 instance of acute pyelonephritis 
the specific gravity of the urine tended to rise with 
the block; in this the response resembled that in the 
acute and subacute nephrites. 

The author rejects the theory of Volhard, that the 
vasospasm is primary and the other symptoms of 
acute nephritis are secondary, and is a partisan of 
the theory of Fahr, who believed that the primary 
causative factor is an allergic one and the vasospastic 
manifestations are secondary. 

Joun W. BRENNAN, M.D. 


The Action of Modern Medical Therapy on the 
Tuberculous Lesions of the Kidney, in the Light 
of Anatomohistologic Studies (L’azione della 
moderna terapia medica sulle lezioni tubercolari del 
rene, nei riflessi dell’anatomo-istologia). PAOLO 
Capacci. Urologia, Treviso, 1952, 19: 31. 

Twenty-eight cases of renal tuberculosis are re- 
ported. In all of the patients a kidney was removed 
and the tissue subjected to a searching and compre- 
hensive histopathologic examination. Many of the 
specimens are appended in the form of photographs 
and photomicrographs in the original text. All of 
the patients had, prior to the nephrectomy, under- 
gone varying periods of treatment with streptomycin 
usually accompanied by the usual dosages of vitamin 
D, and para-aminosalicylic acid. The amount of 
streptomycin administered varied from 10 gm. in a 
month’s preparation for the nephrectomy itself, to a 
total of 150 gm. in 1.5 years of treatment. 

In evaluating the results of this therapy, as ob- 
served microscopically and macroscopically on the 
removed organ, the author wishes to state that by 
the term “initial phase of renal tuberculosis” he does 
not mean the still intraparenchymatous phase with- 
out demonstrable symptoms (“tappa parenchima- 
tosa’”’ of Dossot), but the initial surgical phase, that 
is, the stage in which there are largely ulcerative le- 
sions of macroscopic size with a tendency toward 








caseation, but without modification of renal function 
as depicted by intravenous urography, or at most, 
pea-sized cavitations, and with involvement of, at 
most, one calyx. 

According to this definition there were 14 patients 
whose renal tuberculous process was in the initial 
phase. In this group the results of treatment, even 
after only brief periods and with small amounts of 
drugs, were truly notable. Histologically, the specific 
lesions were completely cicatrized in the instances 
in which the treatment had been continuous and 
adequate. When the treatment had, in the author’s 
opinion, been less adequate there was nevertheless a 
tendency toward healing, shown by the invasion of 
the specific lesion (tubercle) by fibroid cells, the 
pallor and decrease in amount of the epithelioid and 
giant cells, with retreat of the nuclei of the Langhans 
cells from the periphery to the center of the cell, and 
the assumption by the cells of an appearance more 
like a foreign body (irritation) giant cell than that of 
a true Langhans cell. 

In the second group, 6 patients in which the renal 
tuberculosis was in full development, there were 
obviously healed lesions; however, there were also 
lesions of florid tuberculosis. Here the uncured le- 
sions were found to be those involving the areas 
where the blood vessels were most extensively in- 
volved. The least blood vascular involvement was, 
of course, characteristic of the more recent processes, 
so the more recent processes seemed the most po- 
tently affected by the medicamentation. 

In the third group, 8 cases, the condition was the 
most advanced. There were extensive destructive 
lesions which had involved the larger part of the 
renal parenchyma with marked involvement of al- 
most the whole of the vascular system of the kidney. 
In these cases no improvement from the streptomy- 
cin and other drugs was noted. 

On the whole, the author considers that Alberran’s 
axiom ‘Early diagnosis with immediate nephrec- 
tomy” no longer holds; he considers the present 
axiom in this matter to read: ‘‘Early diagnosis with 
immediate medical therapy.” In the contingency of 
being compelled to decide which individual instance 
should be reserved for medical therapy rather than 
nephrectomy, the author has been making arterio- 
graphic studies of the removed kidneys and finds that 
the more advanced the case, the more extensive and 
serious is the mesoendarteritic reaction to the tuber- 
culous process, with ultimate complete occlusion of 
the lumen. The arterial process seems to bear a 
direct mathematical relationship to the severity and 
advancement of the tuberculous process and the 
author envisages the possibility of the development 
of a technique which may prove of importance in 
choosing between medical or surgical therapy for kid- 
ney tuberculosis. Joun W. Brennan, M.D. 


Partial Nephrectomy (La néphrectomie partielle). 
Anpr& Durour. J. urol. méd., Par., 1952, 57: 637. 


Dufour has based his study of partial nephrectomy 
upon 750 observations. During the last few years 























this operation has again gained favor among sur- 
zeons. The author defines a partial nephrectomy as 
an operation for the removal of a vital portion of the 
renal parenchyma with preservation of the excre- 
tory function of the kidney. 

The term heminephrectomy is reserved for the 
operative removal of half of a double kidney, a 
horseshoe, sigmoid, or shield kidney. The operation 
is divided into the minor partial nephrectomy which 
consists of a minimal removal of renal parenchyma 
without opening of the pelvis or calyces, i.e., the 
removal of cysts and lesions on the renal border. 
The major or true partial nephrectomy is the kidney 
operation in which more than 12 gm. of renal sub- 
stance in the male and 10 gm. in the female, with 
opening into the calyces, are removed. 

Experimental studies on laboratory animals were 
begun in 1878 by Maas and Tillmanns. Principles 
established on the basis of these studies have been 
confirmed by more recent observations. 

Cicatrization takes place rapidly if the incision 
into the kidney does not become infected. There is 
evidence of regeneration and healing by the eighth 
hour, with the appearance of epithelial cells and 
connective tissue cells, both interstitial and cap- 
sular. Between the fifth and the eighth day the en- 
tire cut surface is covered by young connective 
tissue. The healing process is usually completed 
between the twentieth and the thirty-fifth day. 

The complications of partial nephrectomy are 
associated with hemorrhage and urinary fistula. In 
trying to perfect this operation certain principles 
established by experimental surgery can be applied 
to the human. The use of the electric current “‘dia- 
thermic bistoury” causes necrosis of the cut surface 
that favors inflammation and suppuration. In this 
way nephrotoxins are produced with additional in- 
jury to normal renal tissue. The incision into the 
parenchyma is best made with the scalpel. Tempo- 
rary hemostasis can be obtained by clamping the 
renal pedicle. The effects of this means of hemo- 
stasis are unfavorable to the normal kidney; al- 
though some authors maintain that the pedicle may 
be clamped for an hour or an hour and a half, it is 
preferable to reduce to a minimum the length of 
time the renal blood supply is occluded. Definitive 
hemostasis may be obtained by arterial ligature and 
suture of the parenchyma. The arterial ligature may 
be applied if, on temporarily occluding the vessel, 
the area of renal tissue involved does not extend 
into the kidney tissue that must be maintained. 

Suture of parenchyma can be made in two planes, 
the deep suture closing the base of the incision and 
the superficial one that closes the sides of the inci- 
sion and includes the renal capsule. If the calyces 
are not sutured, a urinary fistula is frequently estab- 
lished. Experimental data proves that careful clo- 
sure by suture of the opened calyces and pelvis 
prevents fistula formation. 

In 1889, Tuffier showed that regeneration of tissue 
takes place for some distance from the renal resec- 
tion. A number of studies also showed a hyper- 
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trophy of the remaining tissue, which had taken 
place after 4 to 5 weeks, but varied with the quan- 
tity of the tissue removed. If the opposite kidney 
is destroyed, compensatory hypertrophy always 
takes place. This enlargement is from 10 to 30 per 
cent if the opposite kidney is normal, and increases 
from 50 to 70 per cent of the weight if the solitary 
kidney has been the site of a partial nephrectomy. 
If the resection is between one-seventh and one- 
third of the renal mass, the size, weight, and the 
function is proportionally reduced. The function of 
the kidney after partial nephrectomy was studied 
by Ravasini in 1937. He concluded that if the pa- 
tient has one normal kidney and a partial nephrec- 
tomy of the other, of one-half to two-thirds, there 
is a diminution of renal function in proportion to 
the amount of resected parenchyma. The function 
of the kidney after partial nephrectomy depends 
upon how much renal tissue is removed if one kidney 
is normal, if both kidneys are partially resected, and 
if the resection is performed upon a solitary kidney. 
If more than one-third of a solitary kidney is re- 
moved, the remaining portion of the kidney does 
not function well, and if the patient is to survive 
he must be placed on a regimen poor in salt and 
proteins. 

The conclusions, both from experimental work on 
animals and operations on the human, are that one 
is able to survive with 80 to 100 gm. of secreting 
renal parenchyma; i.e., with 28 to 36 per cent of 
the total renal mass. From a practical point of 
view, a partial nephrectomy on a solitary kidney 
should not exceed two-fifths of the parenchyma. 

In contemplating this operation, one must con- 
sider whether the position and conformation of the 
hilum of the kidney interferes with removal of the 
pathological tissue. The morphology of the renal 
sinus and the renal pedicle is of great importance— 
i.e., whether it is short or long, the number and dis- 
tribution of the renal arteries and veins. The cut- 
ting into the pelvis or calyces also presents a difficult 
surgical problem and is always intimately associated 
with the renal anatomy. 

The author discusses, in minute detail, the differ- 
ent types of incisions, the mobilization of the kidney, 
and the anatomical study of the exposed kidney 
prior to partial resection. Resection of renal tissue 
presents two problems: (1) the removal of sufficient 
kidney substance so that the pathological element 
is entirely eliminated, and (2) hemostasis. 

The article contains excellent diagrams and illus- 
trations of each type of partial nephrectomy, which 
are self-explanatory. The topographical varieties of 
partial nephrectomy are polar nephrectomy, both 
upper and lower, “mesorenal” or resection of the 
central portion of the kidney, and partial resection 
of <4 renal border (not including the calyceal sys- 
tem). 

The subject of hemostasis for this type of surgery 
is considered. There are several ways that hemo- 
stasis can be obtained after section of renal tissue— 
with hemostats, a rubber tourniquet, and the fingers 





72 INTERNATIONAL ABSTRACTS OF SURGERY 





of the surgeon. It is believed that the best hemo- 
stasis is produced by direct compression of the renal 
parenchyma. This maneuver permits freedom from 
hemorrhage for a sufficient time to effect definitive 
hemostasis without endangering the rest of the kid- 
ney by interfering with its blood supply. Definitive 
hemostasis consists of control of the polar vessels, 
if one is fortunate enough to have this anatomical 
variation involving only the pathological portion of 
the kidney to be removed. The ligature in situ is 
an excellent method of hemostasis if the vessels are 
of sufficient caliber and distribution to permit the 
use of a fine ligature. Electrocoagulation and coagu- 
lation with the electric current and use of the hemo- 
stat is not usually satisfactory because of delayed 
hemorrhage under the eschar, and later necrosis with 
infection. Indirect hemostasis is obtained by using 
sutures in the parenchyma, either small mattress 
sutures or the cobbler’s stitch. At times hemostatic 
material such as fat or muscle, oxycel impregnated 
with fibrin and thrombin, and gelatin can be inter- 
posed between the cut edges. The repair of the re- 
maining portion of the kidney can be accomplished 
by suture of the kidney and repair of the opened 
calyces. 

Certain authors believe that openings into the 
calyces and the pelvis should be given the benefit of 
drainage with a catheter or a drain. At times it is 
possible, with the use of a catheter, to produce in- 
fection and subsequent fistula formation. Dufour 
believes it is best to suture and then to close the 
openings into the calyces and pelvis. The stump of 
the kidney is fixed in the best position to provide 
good urinary drainage from the pelvis. 

The indications for partial nephrectomy are that 
the infectious process has subsided and the renal 
lesions are circumscribed, clearly limited, and ma- 
ture. After the lesion has reached its maturity, no 
more than half the kidney is diseased, the principal 
excretory passage is not involved in the pathologic 
process, and a partial nephrectomy can be con- 
sidered. 

Intravenous urography gives information as to the 
present functional condition, the excretory status, 
as well as the tonicity of the pelvic and calyceal 
musculature. 

The anatomic delineation of the pathological 
process is best determined by retrograde uretero- 
pyelograms with both anterior-posterior and lateral 
views. Cystoscopic catheterization is also indispen- 
sable in order to determine the function of each 
kidney. Finally, renal angiography provides informa- 
tion concerning the vascular system prior to surgery. 

In spite of the roentgenological and instrumental 
information, it is only on surgical exploration and 
evaluation that one is able to adopt or reject a par- 
tial nephrectomy. 

Partial removal of the kidney is used frequently in 
the treatment of renal lithiasis, especially in the 
presence of a calyceal lithiasis. This operation is 
also indicated when there is stone formation in a 
calyceal diverticulum, calculosis of the parenchyma 








or cortex, and previous recurrence of calculi after 
operation, when the stones are in the functionless 
portion of the kidney. If location of the calculi is 
bipolar and bilateral, and if the calculi are located 
in a solitary kidney, partial nephrectomy may be 
the operation of choice. 

Partial nephrectomy in renal tuberculosis has 
been used more frequently since the advent of anti- 
biotics and para-amino-salicylic acid. The removal 
of a tuberculous segment of the kidney has its advan- 
tages, for it guards the function of the remaining 
portion of the kidney. The disadvantage of partial 
nephrectomy in tuberculosis is that it is difficult to 
determine the exact extent of the lesion, for it is 
possible for the disease to extend beyond the limits 
defined roentgenographically. The possibility of a 
tuberculous urinary fistula is always present. 

The author favors partial nephrectomy in all 
forms of tuberculosis that are circumscribed, of long 
duration, or those that are not progressive. Lesions 
that are unilateral or bilateral, in which less than 
half of the kidney is involved and the excretory 
passages are free from involvement, are also subject 
to renal resection. 

It is best not to perform a partial nephrectomy in 
the young patient (less than 20 years of age) or in the 
aged (more than 70 years of age). Partial nephrec- 
tomy is contraindicated in tuberculous infections 
of less than 2 years’ duration, for the infection must 
be one that is well localized and of long standing. 
The operation of partial removal of the renal sub- 
stance can be of great benefit in isolated dilatation 
of the excretory passages, such as partial hydrone- 
phrosis and pyonephrosis, as well as hydatid cysts; 
polycystic kidney disease may occasionally be an 
indication for partial nephrectomy; and circum- 
scribed parenchymal lesions such as benign solid 
tumors, paranephritic tumors, renal infarcts, renal 
abscesses and anthrax respond to this approach. 

In resumé, the author believes that partial ne- 
phrectomy is an excellent operation in clear-cut cases, 
when the lesions are benign, well localized, circum- 
scribed, and unilateral. The proper use of anti- 
biotics and chemotherapy, and the careful selection 
of cases play an important role in the immediate and 
late results of partial nephrectomy. 

Conrap A. KuEsn, M.D. 


Benign Tumors of the Ureter. W. V. Pierce and 
W.R. Miner. South M.J., 1952, 45: 485. 


Benign ureteral tumors are exceedingly rare 
entities encountered in the urological milieu and 
when encountered satisfactory management depends 
upon judicious management. The definition of 
benignity of the ureteral tumor is not unlike that of 
other tumors: an orderly arrangement of the archi- 
tecture of the tumor, uniformity in size, shape, and 
polarity of the cells, a relative absence of mitotic 
figures, and complete absence of invasion of the 
basement membrane. Benign ureteral tumors are 
usually epithelial in origin and arise from the mucosa 
or submucosa of the ureter. 
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Diagnosis is simplified when the tumor can be 
visualized cystoscopically. More frequently, how- 
ever, this advantage is not forthcoming and the 
diagnosis remains difficult. Except for a definite 
filling defect in the ureterogram and the successful 
collection of tumor cells for cytologic study, an exact 
diagnosis cannot be made short of exploration. 

Ureteral tumors are known to be notoriously 
malignant; hence the treatment of choice has for the 
most part been nephroureterectomy with excision of 
a cuff of bladder wall. However, under certain 
limited circumstances there have been advocates of 
conservative surgery including excision of the lesion 
with reanastomosis of the edges of the ureter. 

In 2 of the 3 cases of benign tumors of the ureter 
presented by the authors, nephroureterectomy and 
partial nephroureterectomy were performed, while 
simple excision of the tumor through a longitudinal 
incision of the wall of the ureter together with re- 
moval of the attached portion of the ureteral mucosa 
was performed in the third case. It is emphasized 
that this type of therapy requires careful follow-up 
studies. PETER L. Scarprno, M.D. 


The Role of Gout in the Formation of Urinary Cal- 
culi. W. E. KitrrRepGE and RatpH Downs. 
J. Urol., Balt., 1952, 67: 841. 

In an attempt to evaluate the possible relationship 
between urinary calculi and gout, 324 cases of 
proved gout were analyzed. 

Pathologic changes in the kidney are due to 
(1) the collection of urate crystals in the collecting 
tubules which causes necrosis of the epithelium, and 
(2) varying degrees of nephrosclerosis due to the 
generalized changes in the blood vessels which are 
so common in gout. 

Forty-five (14%) of the patients in this study 
had demonstrated calculi. Eleven (3%) additional 
patients were suspected of having had a stone be- 
cause of the history of colic. This incidence was 
much higher than the 1.2 per cent of urinary calculi 
discovered among general admissions during the 
same period. 

Of 14 calculi analyzed chemically, 9 (64%) were 
composed of uric acid. Attention is directed to the 
fact that other chemical substances may be de- 
posited upon a small uric acid nucleus and mask the 
interpretation. 

More than half of the patients had multiple cal- 
culi. Only 5 per cent of the stones required surgical 
removal. 

Control of the gout frequently retards or prevents 
the formation of additional calculi. This is illus- 
trated by a detailed case report. 

Treatment of gout consists of a low purine diet, 
alkalinization of the urine with sodium bicarbonate 
in doses up to 40 grains four times daily, aspirin in 
dosage of at least 4 gm. daily, colchicine during 
acute bouts of arthritis, cortisone or ACTH in 
resistant cases, adequate hydration, sufficient vita- 
mins, elimination of urinary infection, and correction 
of any obstruction. Ormonp S. Cutp, M.D. 
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BLADDER, URETHRA, AND PENIS 


Effect of Electric Stimulation of the Pudendal 
Nerves on the Vesical Neck; Its Significance 
for the Function of Cord Bladders: a Prelimi- 
nary Report. Ernest Bors. J. Urol., Balt., 1952, 
67: 925. 

While previous publications dealt with the bene- 
ficial results of bilateral pudendal nerve anesthesia 
for the restoration of a balanced function of trau- 
matic cord bladders, the present investigation con- 
cerns the clinical results in 6 bilateral pudendal 
neurectomies, and the effect of electrical stimulation 
of 7 pudendal nerves on the bladder neck in 4 pa- 
tients with upper motor neuron lesions. 

The operative approach of Huggins, Walker, and 
Noonan was used. The operation was indicated and 
performed after a series of pudendal nerve anes- 
thesias had temporarily restored bladder function. 
The pudendal nerve was divided into two or three 
branches below the sacrotuberous ligament in all 
but one of the 12 dissections. The levator ani muscle 
was innervated by a branch proximal to this point of 
division. Cystoscopic observation during stimula- 
tion of the peripheral stump of the pudendal nerve 
showed a distinct contraction of the bladder neck. 
This motor action was mediated by the medial 
branch of the pudendal nerve in all but one instance, 
in which Tavel’s anomaly was present with the 
lateral branch carrying motor fibers also. 

It follows that the vesical neck has a dual innerva- 
tion, namely, by the presacral and pudendal nerves. 
This can be understood in the light of the embryo- 
logical development and the intertwining of smooth 
and striated musculature. Thus, impulses mediated 
through the pudendal nerves reach the vesical neck 
by way of its striated component, while those which 
travel over the presacral nerve act upon its smooth 
part. The result is a synergistic mechanism which is 
physiologically conspicuous during the act of ejacu- 
lation. It is believed that volitional contraction and 
relaxation of the external urethral sphincter and of 
the vesical neck are possible. The pathophysiologic 
and therapeutic implications are that neurogenic 
dysfunction is not caused by the detrusor alone, but 
also by the smooth and striated forces of retention, 
i.e., the smooth muscles of the bladder neck and the 
striated muscles of the pelvic floor. 

In cases of upper motor neuron lesions, satisfac- 
tory bladder function is integrated at a spinal level 
by contraction of forces of expulsion and reciprocal 
relaxation of forces of retention. In mild degrees of 
disturbance, paradoxical inhibition of urination ap- 
pears because general muscle spasticity spreads to 
the pelvic floor, the contraction of which interrupts 
the urinary flow and leads to reflex relaxation of the 
detrusor. Such a mild degree of inco-ordination may 
be induced at will by some patients and is reversible 
and temporary. The next degree is the permanent 
loss of reciprocal innervation which results in com- 
plete retention. This may be successfully treated by 
procedures directed at the pudendal nerves. Recog- 
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nition of this condition could help to reduce the 
number of unsuccessful transurethral resections; 
however, a combination of calibrated tenotomy of 
the vesical neck, by resection, with pudendal nerve 
anesthesia or neurotomy may yield a satisfactory 
result when either one of these methods fails if 
applied by itself. Ernest Bors, M.D. 


Radiocobalt in the Treatment of Bladder Tumors. 
Joun W. ScHuLTE, FRANK HINMAN, JR., and BERT- 
rAM V. A. Low-BEER. J. Urol., Balt., 1952, 67: 916. 


There is general dissatisfaction with the results of 
radical surgery and the use of conventional radium, 
radon seed, and external x-ray irradiation in the 
treatment of bladder tumors. The authors have 
tried a new modality of radiation therapy—radio- 
active cobalt beads—in the treatment of two tumor 
groups which have been least satisfactorily handled. 
The first, ‘‘multiple papillomas,” are very hard to 
treat by resection or fulguration and are not con- 
sidered sufficiently malignant in potentiality to war- 
rant radical cystectomy and ureteral transplantation 
with its attendant discomfort and morbidity. The 
second, “infiltrative lesions” into or through the 
muscle, are beyond cure by resection or radical oper- 
ation. The lesions between these extremes are best 
treated by thorough resection transurethrally or by 
cystectomy without radiation therapy. 

Radiocobalt has certain physical advantages over 
radium: (1) the metal cobalt may be made safely 
into convenient beads of any size and shape before 
it is activated; (2) the undesired beta radiation has 
a comparatively low energy; (3) the gamma radia- 
tion upon which the therapeutic effect depends is 
homogenous; (4) there are no gaseous daughter 
products. 

In the technique of application, a special catheter 
has been manufactured which holds the beads and 
permits the flow of urine. Details including a spheri- 
cal bag holding 50 c.c. of fluid, a built-in barrier for 
use of a stilet, and drainage holes are shown in an 
accompanying illustration. The bead occupies a 
central position in the distended bag. After in- 
sertion into the bladder through the urethra, the 
balloon is filled with 50 c.c. of dilute sodium iodide 
to which one or two drops of methylene blue have 
been added. AP, lateral, and oblique roentgeno- 
grams are made—first, to measure the distance from 
bead to tumor, and second, to ascertain symmetry of 
the bag. The authors give 6,000 gamma roentgens at 
each insertion to the surface of the bladder, usually 
at a distance of 2 to 2.5 cm. from the radiocobalt 
bead. Each exposure lasts 100 hours. Reactions of 
the bladder wall to cobalt radiation appear to be 
somewhat less than with similar doses of radium or 
externally administered x-radiation. Thirteen pa- 
tients have been followed long enough to evaluate 
immediate results. Six patients received some bene- 
fit but among these, only 1 patient has remained free 
of recurrence. 

This limited experience has led the authors to 
believe that multiple papillomas may respond to 








intracavitary radiation, Advanced infiltrative le- 
sions, at the other extreme, have received no curative 
benefit and it has become increasingly doubtful 
that they obtain even palliative improvement. Con- 
tinued use of radiocobalt therapy in these two types 
of lesions is planned, to improve the radiation dosage 
and to gain more experience as to the limits of this 
method. Aan K. Swerstz, M.D. 


Carcinoma of the Bladder: Influence of Depth of 
Infiltration on the 5-Year Results Following 
Complete Extirpation of the Primary Growth. 
Hucu J. Jewett. J. Urol., Balt., 1952, 67: 672. 


A study was made of the results obtained by total 
cystectomy or segmental resection in 80 cases of 
infiltrating carcinoma of the bladder. Since by these 
procedures the entire primary growth is excised, the 
number of patients surviving 5 years or more without 
tumor should be a fair indication of the number of 
lesions not having spread beyond the bladder at the 
time of surgery. Of the 16 patients who survived 
5 years, 14 had tumors which infiltrated less than 
halfway through the bladder muscle. The survival 
rate for patients with superficially infiltrating tu- 
mors was 74 per cent; that for patients whose tumor 
had spread more than halfway through the bladder 
muscle was only 3 per cent. Depth of muscular in- 
filtration is a more accurate prognostic sign than 
histologic pattern or degree of malignancy. 

Since simple extirpation can usually eradicate 
superficially infiltrating tumors and usually cannot 
eradicate deeply infiltrating tumors, it is important 
to be able to distinguish one from the other pre- 
operatively. This can best be done by correlation 
of a properly taken biopsy specimen with pelvic 
examination under anesthesia. The classification of 
bladder tumors into superficially and deeply infil- 
trating groups is important in attempting to evaluate 
methods of treatment. Joun T. Grayuack, M.D. 


New Surgical Procedure for Cure of Scrotal Hypo- 
spadias: Grafting of a Male Human Urethra 
Taken from a Fresh Cadaver. J. P. Bourque. 
J. Urol., Balt., 1952, 67: 698. 

The author reports the use of a urethra removed 
from a cadaver in the repair of a scrotal hypospadias. 
The urethra was obtained 2 hours after death. It 
was placed in a bath of 95 per cent ethyl alcohol. 
Four days later it was placed (for 12 hours) in an 
isotonic saline solution containing penicillin and 
streptomycin. 

Following this procedure, the urethra was placed 
on a catheter and inserted in a subcutaneous tunnel 
extending from the urethral meatus through the 
glans penis. The graft was sutured both to the glans 
and the urethral meatus. The catheter was removed 
on the seventh day. The patient had a good result 
except for a small fistula at the site of anastomosis. 
He refused to have this repaired. 

In an addendum, it is stated that two additional 
patients have had excellent results with this pro- 
cedure, Joun T. Grayuack, M.D. 
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GENITAL ORGANS 

The Radiologic and Radiomonometric Study of the 
Genital Tract in the Male; The Clinical and 
Physiological Application (L’étude radiologique 
et radiomanométrique des voies génitales de l’>homme 
appliquée a la clinique et a la physiologie). J. Bo- 
REAU, P. HERMANN, B. VASSELLE, and R. Fua. Sem. 
hép. Paris, 1952, 28: 1549. 

While the authors have not discovered a new 
method of investigating the lower genital tract in the 
male, they believe that the “ vesiculograph” provides 
information which is valuable and cannot be ob- 
tained in any other way. They think that danger 
in performing this examination is practically non- 
existent, and that the permeability and the function 
of the lower genital tract is better understood and 
demonstrated by these roentgenographic studies. 

This type of x-ray examination has been used 
quite successfully for diagnosis in cases of prostatic 
cancer, prostatic hypertrophy, cancer of the testicle, 
epididymal cysts, unknown disease of the epididymis 
and head of the epididymis, traumatic lesions of the 
vas deferens, genital infections and hernias, hemo- 
spermia, and spermaturia. This examination is espe- 
cially valuable for investigating the causes of sterility 
in the male as well as obtaining information con- 
cerning ectopic testicles in the infant and the adult. 

While this x-ray examination gives valuable infor- 
mation, it does not supplant the usual clinical, labo- 
ratory, endoscopic, and cystoscopic examination in 
establishing a diagnosis of disease of the lower geni- 
tal tract. 

The article contains fine roentgenographic exam- 
ples of the pathology of the vas deferens, epididymis, 
seminal vesicles, and the prostate. 

The technique of introducing a small calibered 
needle into the vas deferens is the same as previously 
described. At times the introduction of a needle 
into the lumen of the vas deferens causes pain and 
subsequent spasm which interferes with performing 
a successful examination. If the needle is accidentally 
inserted through the lumen of the vas deferens, the 
production of spasm and the injection of the con- 
trast media outside of the lumen defeats the purpose 
of the examination. 

After the injection of local anesthesia into the 
skin, a small incision, 3 or 4 mm. in length, is made 
in the lateral side of the scrotal wall in the direction 
of the vas deferens. The vas is caught by a curved 
or hook-shaped instrument. It is then raised be- 
tween two nontraumatizing instruments (the Allis 
type of forceps). With a small trocar type of needle 
the lumen of the vas deferens is entered. The au- 
thors prefer to direct the needle downward toward 
the epididymis and make the first injection of con- 
trast media (either lipiodol or 70% diodane). Roent- 
genograms are taken immediately. The contrast 
media is then carefully withdrawn. Without removal 
of the needle from the lumen of the vas, the trocar 
is directed upward and the injection is repeated in 
order to outline the upper portion of the genital 
tract. Usually 0.2 c.c. of the contrast media is in- 
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jected toward the epididymis and from 0.4 to 2 c.c., 
or more, is injected toward the upper genital tract. 
The amount injected upward is not so important 
because any excess of the contrast media will find 
its way into the urethra. The second reason is that 
the upper genital tract can readily be distended by 
the contrast media without injury to the structure. 

The authors have tried to make radiomonometric 
studies of the genital tract. The attempt to measure 
the pressure was associated with considerable diffi- 
culty because of the small caliber of the lumen of 
the vas deferens, the resistance produced by the 
partial crystallization of the contrast media, and 
because of the spasms of the organs involved which 
are produced by the instruments used for this pur- 
pose at the present time. The search for an instru- 
ment that will properly record pressure within the 
genital tract will be continued by the authors. 

In summary, the authors have drawn attention to 
the value of the use of the “‘epididymograph”’ in the 
study of the genital tract in the male. They have 
used this type of examination to gain diagnostic in- 
formation concerning diseases of the genital tract 
and, especially, the causes of male sterility. 

Conrap A. Kueun, M.D. 


The Operation of T. Millin in 73 Instances of Pros- 
tatic Hypertrophy. Immediate and Ultimate, 
and Functional and Anatomic Results, Con- 
trolled Cystoscopically (L’operazione di T. Millin 
in 73 casi di ipertrofia prostatica. Esiti immediati e 
tardivi, funzionali ed anatomici, controlli cistosco- 
pici). G. FRanzint and U. Bucci. Ann. ital. chir., 
IQ5I, 28: 738. 

Almost all of the patients in this material present- 
ed advanced stages of prostatic hypertrophy with 
emaciation and myocardial involvement. Five were 
between 50 and 60 years of age, 36 between 60 and 
70 years, 26 between 70 and 8o years, and 6 were 
more than 80 years of age. There were 8 deaths; 
however, in experimenting with the method, the 
authors selected patients for the operation who 
would have been adjudged inoperable by other 
methods. There were 2 deaths from hemorrhage; 
these were the only ones which could be ascribed 
directly to the operation itself. The remaining 
mortality was that incident to the advanced age 
and frail physical condition of the patients. 

The technique of the operation as performed by 
the authors was characterized by its simplicity. 
With the patient in an exaggerated Trendelenberg 
posture and under subdural anesthesia, a midline 
incision was made, the space of Retzius was trav- 
ersed, the capsule of the gland was split longitudinal- 
ly and the adenoma enucleated manually, without 
the aid of a finger-:inserted in the rectum and without 
any special attention as to how the urethra was 
lacerated. While the bladder neck was open, the 
finger was inserted into the bladder for exploratory 
purposes. 

Before the wound was closed a permanent catheter 
was inserted into the bladder and a drainage tube was 
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left in the space of Retzius. As a rule, the catheter 
was left in place longer than generally reported 
(about 10 days), and the patient remained in bed for 
a longer period (about 13 days). In this material— 
except with the 2 hemorrhagic cases—the authors 
had little trouble with bleeding. 

The sulfonamides were used liberally; however, 
penicillin was given only if the patient developed 
fever; only rarely was streptomycin, aureomycin, or 
chloramphenicol used. After leaving the hospital 
the patient was encouraged to return for checkups; 
in fact, 32 patients were re-examined with the cysto- 
scope after a postoperative interval of from 39 days 
to 18 months. In only 2 patients was it impossible 
to introduce the cystoscope. 

At the time of this examination the capacity of 
the bladder was somewhat reduced (150 to 200 c.c.), 
a demonstration of the absence of difficulty in 
urinating. The internal conformation of the bladder 
was at this time fairly normal; a retracting scar as 
seen after the Freyer operation was absent, and there 
was in no instance any evidence of the trabeculation 
which in these advanced cases is always very notice- 
able in the preoperative period. In 2 instances small 
stones were uncovered in the bladder; these had 
evidently formed since the operation. In withdrawing 
the cystoscope the condition of the urethra was 
noted. Usually a fusiform dilatation of the deep 
urethra was found; however, in 3 instances the cali- 
ber of the urethra appeared to be normal through- 
out. There was no trace of ulceration or other evi- 
dence of lack of continuity of the mucosal covering 
of the canal. Frequently in rectal palpation a hard 
lump was discovered in the region of the previous 
prostatic adenoma; it was about chestnut-sized and 
was ascribed to the contracted, shriveled capsule of 
the gland. 

The authors regard Millin’s operation as simple 
and safe, and believe that it- permits operation in 
instances in which other methods would be contra- 
indicated. Joun W. BRENNAN, M.D. 


The Use of the Hemostatic Balloon Catheter in the 
Freyer Type of Prostatectomy; The Results of 
Its Use in 200 Cases (Adénomectomie type Freyer 
avec utilisation de la sonde ballon hémostatique. 
Résultats de 200 cas). PIERRE DELINOTTE and 
GitBERT Cuapuis. J. urol. méd., Par., 1952, 58: 3. 


The authors have reviewed 200 cases in which 
they made use of the hemostatic balloon catheter to 
control hemorrhage after the Freyer type of prosta- 
tectomy. Of the 200 operations, 159 were done in 
one stage and 41 were done in two stages. The pa- 
tients all had benign prostatic hypertrophy. Those 
with cancer of the prostate were not included in 
this series. 

There was nothing unusual about the preoperative 
care which the authors gave their patients. They 
observed the usual preoperative routine and pre- 
cautions for all patients to be subjected to prostatic 
surgery. In 159 cases the authors performed the class- 
ical Freyer prostatic adenectomy. After the prostate 
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had been enucleated, a temporary pack was placed 
in the prostatic loge. This pack was saturated with 
a hemostatic solution and left in place for several 
minutes during which bilateral ligature of the vas 
deferens was done. 

A balloon catheter was introduced through the 
urethra and advanced so that the balloon, when 
filled, would be in the prostatic fossa. There was 
a small secondary balloon near the end of the cathe- 
ter that was used to regulate the tension of the 
balloon in the prostatic cavity and at the vesicle 
neck. From the authors’ description of the catheter 
they used, it closely resembled the Lerman model 
of the Bardex balloon catheter. 

The catheter was inserted by an assistant and the 
balloon was then inflated with either air or sterile 
water and the operator directed the exact placement 
of the balloon in the prostatic loge. Care had to be 
taken so that the balloon fitted exactly into the 
prostatic cavity; it could not be allowed to extend 
too far posteriorly into the bladder or be inflated 
too much. 

When the catheter was properly placed, it was 
surprising how the troublesome bleeding was quickly 
and completely controlled. 

The bladder was then closed in one of two ways. 
It was completely closed in 134 of 159 one-stage 
prostatectomies. The first closure included all layers 
of the bladder as well as the mucous membrane. 
The second method of closure of the bladder did not 
include the mucosa in the muscle closure. In 25 of 
the 159 cases the bladder was tightly closed around 
a Marion catheter, and when it was removed the 
bladder practically closed itself. 

In 31 of the 41 two-stage prostatectomies the 
bladder was completely closed. At first the bladder 
was closed with sutures that brought together the 
bladder wall, muscles, and skin, but this method was 
abandoned because of abscess formation with break- 
ing down of the incision. The bladder incisions were 
then closed, the skin incision being left open. In 10 
of these patients the suprapubic incision was closed 
around a small Marion catheter. 

In the postoperative care particular attention was 
paid to the balloon catheter. The catheter usually 
functioned well if the balloon was properly placed 
and inflated at the time of surgery. Subsequent care 
was taken to assure proper drainage of the bladder 
and to prevent the formation of blood clots which 
might cause obstruction. 

If the convalescence progressed satisfactorily by 
the third day, the urine was fairly clear and the 
catheter could be deflated. It was then left in place 
for an hour. If hemorrhage recurred, it was a simple 
matter to re-inflate the balloon and leave the cathe- 
ter in place for an additiona] 8 hours, but if there 
was no evidence of hemorrhage, the balloon catheter 
was replaced by a soft Marion catheter which was 
maintained in position until the seventh or the ninth 
day and then permanently removed. The authors 
replaced the catheter during the night for the first 
2 or 3 nights after it was no longer needed, The 
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incision was usually healed by the ninth day in the 
patients who had had a one-stage prostatectomy. 
In the patients who had had a two-stage operation 
the incision was usually healed by the twelfth day. 

The authors have analyzed their results very care- 
fully and completely. They had a mortality of 6.28 
per cent in 159 cases of one-stage prostatectomy. 
They maintain that their mortality, while higher 
than mortalities reported by other urologists, must 
be considered in the light of the poor general con- 
dition of many of the patients when they arrived 
at the hospital as well as the extent of the urological 
training and experience of some of the surgeons who 
performed the operations. 

In the patients having a two-stage suprapubic 
prostatectomy there was a 7.31 per cent mortality. 

The authors go into detail concerning the mortal- 
ity and morbidity statistics, explaining fully the 
causes of death and the complications following the 
operations. 

In spite of the inconvenience (which is little) 
associated with the use of the balloon hemostatic 
catheter to control hemorrhage after the Freyer 
suprapubic prostatectomy, Delinotte and Chapuis 
believe that this operative procedure was as simple 
and as safe as any method for removal of the hyper- 
trophied prostate. Conrap A. Kuen, M.D. 


Epispadias: A Report of 15 Cases. MrRepiITH CAmp- 
BELL. J. Urol., Balt., 1952, 67: 988. 


Epispadias represents a lesser degree of the em- 
bryologic developmental fault that produces exstro- 
phy of the bladder. The etiology of the condition is 
not as yet definitely established although several 
theories have been proposed. In the male, epispadias 
is characterized by a urethra which opens on the 
dorsum of the penis. The severity of the defect 
varies with the site of the urethral orifice. Glandu- 
lar, penile, penopubic, and complete epispadias are 
recognized. In the female, epispadias is a fission of 
the dorsal wall of the urethra, most commonly ex- 
tending to the bladder outlet. In complete epis- 
padias in either sex, total urinary incontinence is the 
rule. In about one-third of the cases upper urinary 
tract anomalies are also present. 

The treatment of epispadias is surgical. Its aim 
should be construction of a normally functioning and 
appearing urethral canal and establishment of uri- 
nary control. The operation should be postponed 
until the patient is at least 30 months old. For cor- 
rection of the incontinence associated with this con- 
dition, the author has had best results with a modi- 
fied Young procedure. This consists essentially of 
complete exposure of the urethra and vesical neck 
and excision of the major portion of the urethral 
mucosa at the vesical neck. The vesical neck is then 
closed tightly over the remaining small strip of mu- 
cosa. A urethral guide is left in place for future in- 
strumentation. In the construction of the urethra 
in the male, the author has used, successfully, the 
techniques of Young, Thiersch, Denis Browne, and 
Ombredanne. 


The author reports 15 cases of epispadias, 8 in the 
male. Of these, 11 had complete urinary inconti- 
nence. Nine patients submitted to operation. Seven 
of these achieved normal control and bladder func- 
tion; 1 developed good nocturnal, but only partial 
diurnal control; the other patient died postopera- 
tively. These results justify at least two attempts at 
plastic construction of a functioning bladder in these 
patients before any consideration of ureterosig- 
moidostomy. Joun T. Grayuack, M.D. 


MISCELLANEOUS 


Brucellosis; Urogenital Localization (Brucelosis; lo- 
calizacién urogenital). GuILLERMO IACAPRARO. Rev. 
As. méd. argent., 1952, 65: 629. 

The author presents 35 cases of urogenital localiza- 
tion of brucellosis. There were patients with uro- 
genital propensities, but without other evidence of 
morbid conditions (no history or laboratory evidence 
of syphilis, gonorrhea, or mumps); the great ma- 
jority were decisively diagnosed by hemoculture of 
the Brucella. In those instances in which the causal 
organism was not isolated the diagnosis was based 
upon positive results of serial agglutinin and comple- 
ment fixation tests. These studies were also backed 
up by the clinical development, as observed by the 
opsonic and cutaneous allergic studies. 

Of these 35 patients, 29 developed urogenital 
symptoms during the active period of the undulant 
fever process (febrile attack, brucellar septicemia), 
4 developed symptoms during the brucellar con- 
valescence, and 2 presented the urogenital manifesta- 
tions as the initial symptom. In this material there 
were only 2 instances of Brucella melitensis (Bruce); 
the remainder were cases of Brucella abortus 
(Bang) and of Brucella suis (Traum). These fig- 
ures, of course, are in contrast with those procured 
in Uruguay, and in the Andean zone of the Argen- 
tine, where Brucella melitensis predominates. In 32 
of the author’s patients the process was a distinct 
epididymitis, and in the other 3 an orchiepididy- 
mitis was present. In 2 instances the process was 
bilateral from the start; in 13 of the others the 
process involved the other side in periods varying 
from 2 to 8 months. The initial process was located 
in the head of the epididymis in 8 cases, in the 
tail of the epididymis in 7, and in the remaining 20 
cases the first examination coincided with the propa- 
gation of the process to the entire epididymis. In all 
of these cases the process spread to the entire epididy- 
mis in not longer than a week. The cases in which 
orchiepididymitis was observed were diagnosed as 
simultaneous processes; the progress of the process 
from the epididymis to the testicle, or the reverse, 
was not detected. 

In the 27 acute attacks the urogenital process re- 
gressed in 1 to 2 weeks; in the 6 subacute processes 
regression required from 2 to 8 months. The 2 
chronic processes each required more than a year. 
In one instance the process appeared acutely and 
suppurated almost at once. Puncture here disclosed 





78 INTERNATIONAL ABSTRACTS OF SURGERY 


a mixed infection with coli bacillus predominating. 
In one of the chronic cases the process showed a 
severe course, ending as a sclerotic panorchitis. In 
none of these patients was pyuria observed. This 
observation forms a marked contrast with that of 
processes wherein the Brucella melitensis predomi- 
nates. In 15 of these patients there occurred an 
antecedent prostatovesicular involvement; in 2, the 
two processes were concomitant. In 10 instances 
there was a noticeable involvement of the cord, the 
vas deferens, or both. In no instance was there a 
noticeably persistent or extensive hydrocele. The 
few biopsies disclosed a tendency to sclerosis and 
the formation of nodules with centers of epitheloid 
cell formation, some eosinophile cells, and round cell 
infiltration. There was, however, no evidence of 
central tissue necrosis and in no case did there de- 
velop an evident testicular atrophy. 

On the whole the process seemed less persistent 
and destructive than that of the other diseases 
(syphilis, tuberculosis, mumps) showing a predilec- 
tion for involvement of the genital organs. Never- 
theless, the thesis of restitutio in integrum in these 
instances of urogenital involvement of the urogenital 
organs must be accepted with reserve. 

The author has found aureomycin to be the most 
effective agent in treating the general toxic condi- 
tion, brucellar septicemia. Recurrences do occur 
following aureomycin therapy; however, they are 
never as severe as the initial attack and are suscepti- 
ble to control by a second course of aureomycin. 

Joun W. BRENNAN, M.D. 


Surgical Experiences in Urinary Lithiasis. Luis F. 
TorRES, JR., Philippine J. Surg., 1952, 7: 47. 

A wide and varied experience with stones in the 
urinary tract has enabled the author to suggest pos- 
sible causative factors involved in stone formation 
and provided him with a rationale for management. 

Approximately a quarter of his patients had kid- 
ney stones of which ro per cent were secondary to 
organic obstruction below the site of the stone 
formation. However, 30 per cent of the patients 
had no demonstrable organic obstruction to account 
for the hydronephrosis. Over 50 per cent of the 


patients with kidney stones required nephrectomy, 
while somewhat less than half of the patients under- 
went nephrolithotomy and 3 underwent calycec- 
tomy. The author supports the theory that con- 
servatism is indicated when renal tissue is at a pre- 
mium and removal of the obstructive factors is pos- 
sible, but nephrectomy is the procedure of choice if 
one must compromise with possible future infection, 
recurrence of stone, or with both of these conditions. 
He suggests that pyelotomy when possible is prefer- 
able to nephrectomy, but emphasizes that preserva- 
tion of the ureteropelvic juncture is yet more impor- 
tant, and for ideal pyelotomy the pelvis must be 
extrarenal. Recurrences of renal calculi may be true 
recurrences or in many instances the result of frag- 
ments unwittingly left at operation. 

Ureteral calculi which usually originate in the 
kidney become problems when obstructive. Asso- 
ciated infection adds to the difficulties. Of the 75 
patients with ureteral calculi, 55 were subjected to 
ureterolithotomy and 14 to cystoscopic extraction. 

It was of interest that among the 238 patients 
operated on for bladder stones the author encoun- 
tered 1 who was 2 years of age. Almost a third of the 
patients had associated vesical neck or ureteral 
obstruction and all of them had heavily infected 
bladder urine. Only 3 per cent of the patients had 
previous attacks of renoureteral colic and the author 
concluded that 97 per cent of the patients formed 
stones primarily in the bladder. Because of this 
observation bladder biopsies were obtained to inves- 
tigate the possible causative factors involved. Supra- 
pubic cystolithotomy was the author’s operation of 
choice because he believes that litholapaxy had 
greater potentialities for complications or fatalities. 

Of the 15 patients with urethral stones, 5 were 
male children under 10 years of age, the youngest 
being 1 year of age. The causative factor was ob- 
struction distal to the stone. It is suggested by the 
author that neither infection nor obstruction has 
significance in the production of stones, although 
once the stone has formed, infection and obstruction 
might possibly accelerate its growth even to the 
extent of perpetuating the lithiasic state. 

PETER L. ScarpINno, M.D. 
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The Osteoporosis of Immobilization in Recumben- 
. F. Harwoop STEVENSON. J. Bone Surg., 1952, 


Prolonged recumbency produces widespread skele- 
tal changes. In the thorax and both lower limbs 
these changes are often permanent. It should be 
well known that many of the present methods of 
treating skeletal tuberculosis necessarily exert an 
injurious influence upon calcium and_ nitrogen 
metabolism. The authors present the results of a 
5 year study of 85 patients. These patients were 
immobilized in bed for 3 to 6 months and the author 
stresses the fact that not one failed to show evidence 
of osteoporosis in one or both lower extremities. 
Even when the limbs themselves are entirely free 
from disease, prolonged immobilization results in 
gross roentgenographic changes, clearly illustrating 
a disturbance in calcium metabolism. Precisely 
similar patterns are seen throughout the leg above 
a diseased tarsus, below a diseased hip, or in the 
opposite limb which has been immobilized. Such 
changes occur in both lower extremities even when 
disease is limited to the spine, as, for example, in 
lumbosacral tuberculosis. 

Secondary deformities may result from immobili- 
zation osteoporosis even while there is no disease in 
the affected bone. For example, when a child under 
10 years of age is placed on the flat, leather surface 
of a Jones double abduction frame for more than 3 
or 4 months, the chest begins to flatten and the width 
to increase in comparison with the anteroposterior 
thickness. The author believes there are two causes 
for this condition, referred to as “frame chest.”” The 
first of these is the weight of the intrathoracic viscera 
acting for a long time upon the thoracic cage in one 
position. The second factor is undoubtedly the loss 
of bone structure during immobilization, which 
causes such alterations in shape to take place. Just 
as a round of table jelly, if laid on its side, will tend 
to flatten and acquire an eliptical cross section, so too 
will the unsupported chest. For prevention, there- 
fore, a molded plaster bed for the trunk from the top 
of the buttocks upwards is necessary. The child 
would not then be lying on a flat surface and the 
sides of the chest would be supported. Breathing 
exercises are useful to prevent the extreme loss of 
intercostal movement with largely phrenic respira- 
tion. It is the younger children, those under 7 years 
of age, who suffer most. Minor falls during remobil- 
ization of these children frequently result in frac- 
tures. The author collected a score of such incidents. 
Still another deformity seen is that of unilateral coxa 
valga which is readily produced in young children 
who have one lower limb immobilized for disease of 
the knee in a Thomas splint. The entire limb be- 


comes porotic and gradually the angle between the 
neck and the shaft of the femur increases. 

The author concludes that while immobilization 
of a diseased joint may be essential, there is a grow- 
ing mass of evidence that immobilization in recum- 
bency of the entire patient has severe effects both 
in the neighborhood of the actual lesion and upon 
the entire skeleton. Further search for measures to 
counteract the undesirable skeletal effects of re- 
cumbency is needed. KeEnnetH E. SHerman, M.D. 


The Phalanx and Metacarpal Bank. Its Practical 
Use and the Homogeneous Transpiantation of 
Whole Small and Large Bones (Banco de falanges 
y metacarpianos. Su utilidad practica. Homotras- 
plantes de pequefios y de grandes huesos enteros). 
PEepro V. PEDEMONTE. An. ortop. traumat., 1951, 
4: 231. 

Prior to 1951, the author had treated several le- 
sions of the fingers by autotransplants of the pha- 
langes of the foot to the phalanges of the hand. This 
was done for pseudarthrosis of the proximal phalanx 
of an index finger, a fracture of the extremity of the 
proximal middle phalanx of the ring finger and a 
fracture of the proximal phalanx of an index finger, 
and for an osteochrondroma with pathological frac- 
ture of the proximal phalanx of the fifth finger. The 
results were so encouraging that the author thought 
it would be worth while to form a bank of metacar- 
pals and phalanges in order to secure a more perfect 
fit than was offered by the small bones of the foot. 

Following the example of Alejandro Velazco Zim- 
bron, of Mexico, a cadaver bone bank was estab- 
lished and phalanges and metacarpals were stored 
as they were gathered from patients recently de- 
ceased. They were removed aseptically and stored 
at 22 degrees below zero. 

The author reports on the transplantation of 14 
bones in 13 persons. There were 3 middle phalanges 
— 2in the middle finger and 1 in the index finger; 
7 proximal phalanges—3 in the thumb, 1 in the in- 
dex finger, 1 in the middle finger and 2 in the fifth 
finger; and 4 metacarpals. All of the transplanta- 
tions were done for fracture or fracture dislocation. 
Among them were 3 Bennett’s fractures, which were 
treated by replacing the fractured metacarpal with 
the corresponding metacarpal from the donor. 

The technique followed in these transplantations 
was as follows: 

One hour prior to the operation the donor bone 
was removed from the deep freeze and placed in a 
solution of tincture of merthiolate. The bone was 
usually approached through a longitudinal-dorsal- 
lateral incision over the phalanx or metacarpal to be 
replaced. The incision extended a little bit above 
and below the neighboring joints. Subperiosteal 
dissection was then carried out over the diaphysis 
and continued to include the capsule at the level of 
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the epiphysis of the phalanx or the metacarpal. The 
periosteal sleeve was left intact as much as possible 
and then the homotransplant was sutured in, the 
periosteal sleeve being closed in one layer and the 
subcutaneous tissues in another. The hand was then 
immobilized in a plaster cast in the position of func- 
tion for 15 days, at which time the sutures were re- 
moved and an ordinary bandage, permitting slight 
movement, was applied. At the end of 3 weeks this 
bandage was removed and active motion and hot 
soaks were instituted. No special physiotherapy 
was used. 

The author states that the results obtained up to 
now have, in general, been very satisfactory, and 
some have been really remarkable. Of the 14 trans- 
plants, 12 took perfectly, healing per primam with- 
out the slightest symptoms of not being tolerated. 
Only 2 became infected. This was attributed to a 
break in the aseptic technique in securing the bone 
grafts, since the same donor was implicated in 
these 2 cases. The best results were obtained in the 
cases in which the bone removed was replaced with 
a bone which was identical to it. If the bone was too 
large, it was difficult to obtain motion at the joint 
and motion was never quite so good as in the cases 
in which the fit was perfect. If the fit was too small, 
subluxation resulted. If an exact fit is impossible, 
it would be better to use a smaller bone. 

The best results were obtained in the transplanta- 
tion of the first metacarpal; in 3 cases there was 
complete motion at the trapeziometacarpal joint 
and distal motion at the interphalangeal joint with 
50 per cent motion at the metacarpophalangeal 
joint. 

In transplants of the middle phalanx, motion at 
the level of the interphalangeal joint was not ob- 
tained. This joint became ankylosed in a variable 
amount of flexion. The authors recommend that this 
flexion be less than 45 degrees. 

One of the patients, who had had a transplanta- 
tion of the middle phalanx, returned 2 weeks after- 
ward, at which time he had only 50 per cent motion, 
complained of pain in the region of the finger and 
inability to work as a stevedore, and requested that 
the finger be amputated. The finger was amputated 
and dissected and it was found that the superficial 
tissues were normal, and the periosteum was firmly 
adherent to the transplanted phalanx, perhaps a 
little more than normally. The articular ligaments 
were perfectly adherent; the surface of the phalanx 
was not quite smooth and regular as normal. The 
articular surfaces were normal as to consistency and 
color. The histological report had not been returned 
at the time this article was written. 

The author also mentions 1 case in which the left 
femur was transplanted, in toto, to replace a femur 
which had been infected with echinococcal disease. 
The hip and the knee are stable and painless with 
slight motion and the patient walks unassisted. This 
case is to be reported in detail in the minutes of the 
Surgical Society of Uruguay. 

ALEXANDER Garcia, M.D. 


Congenital Hyperelevation of the Scapula (Suréléva- 
tion congénitale de l’omoplate). P.-L. Cuicor, 
Rev. chir. orthop., Par., 1952, 38: 154. 

The author discusses a case of congenital hyper- 
elevation of the scapula in a young adult. The condi- 
tion was corrected by surgery. 

The scapula was much higher at the affected side 
than at the normal side, so that the neck appeared 
quite short on this side. The patient was unable to 
elevate the arm beyond the horizontal line. 

A large triangle of the supraspinal portion and the 
spinal border of the scapula was resected. In spite 
of this resection, it was still not possible to lower the 
scapula to its normal site and to elevate the arm to 
the vertical line. Therefore, the author performed 
an extensive resection of the inferior angle of the 
scapula. 

The operation was successful. Free movement of 
the arm was possible immediately after the inter- 
vention. WERNER M. Sormitz, M.D. 


Deformity of the Wrist Due to War Injuries (Sulle 
deformita del polso da fratture di guerra). V. Ac- 
CARDI. Chir. org. movim., 1952, 37: 53. 


Serious deformity of the wrist is considered rare 
during peace time and uncommon during war. A 
traumatic war deformity of the hand is easy to ex- 
plain, since war fractures are usually comminuted or 
have loss of bony substance which is not observed 
during peace time, or because the fractures are not 
treated adequately. 

Deformities of the wrist (not taking into consid- 
eration those due to nerve lesions and contracted 
scars) may follow a pseudarthrosis, with loss of bony 
substance of the radius and the distal third of the 
ulna, or ankylosis of the wrist in para-articular or 
intra-articular fractures of the wrist. According to 
the author, the radius is the more important of the 
two bones of the wrist joint, and deformity with 
radial deviation is more common than ulnar devia- 
tion. He classifies a simple deformity as either 
flexion, extension, valgus, or varus; a complex de- 
formity is classified as either flexion with varus or 
valgus, or extension with valgus or varus. He con- 
siders the best position of the wrist, both from an 
esthetic and functional point of view, to be 30 or 40 
degrees of extension. 

Three cases of traumatic deformities of the wrist 
have been observed in a series of 55 gunshot frac- 
tures of the wrist and 239 gunshot fractures of the 
forearm treated at Centro Ortopedico e Mutilati of 
V. Putti, in Bologna. In one case the hand was in 
flexion and valgus due to loss of bony substance of 
the distal third of the radius; in another case the 
wrist was ankylosed in flexion and slight varus with 
dorsal dislocation of the styloid of the ulna, due to a 
gunshot fracture of the radial metaphysis; and in the 
third case the hand was in flexion and valgus due to 
loss of considerable bone substance of the distal 
third of the radius. In all 3 cases there was a marked 
rigidity of the metacarpophalangeal joints and slight 
flexion contracture of the interphalangeal joints. 

















The author considers the different operations for 
correction of deformities of the wrist and describes 2 
cases of wrist deformities treated by Oberthur and 
Huc. He advocates arthrodesis by insertion of the 
ulna into the carpal bones. This, he believes, is the 
simplest and safest procedure in view of the fact that 
in all these cases the wrist joint is ankylosed and in- 
jected. In one case, in addition to the above pro- 
cedure, the radial epiphysis was excised. 

The author describes the surgical procedure in de- 
tail and recommends immobilization in a cast for 6 
months, followed by physical therapy for mobiliza- 
tion of the metacarpophalangeal and interphalangeal 
joints. D. Fé.tx Stanzioia, M.D. 


Anatomicopathological Changes of the Capsules of 
the Hip Joint in Cases of Arthrosis Deformans 
(Ueber pathologisch-anatomische Veranderungen an 
Hueftgelenkkapseln bei der Arthrosis deformans). 
Hans Retric and RICHARD-ALEXANDER NEUEN- 
porFF. Zschr. Orthop., 1952, 81: 567. 


The changes of the bones and articulating carti- 
lages of the hip are well known. Bartels demon- 
strated that damage to the inner layer of the capsule 
causes defects of the cartilage. Kratz stated that 
there are two types of articular capsules: one type is 
rich in cells and another is poor in cells. His investi- 
gation of 57 knee joint capsules in patients with pain- 
ful joints revealed the occurrence of dense connec- 
tive tissue fibers in the synovial, as well as in the 
subsynovial areas. Many investigators believe there 
is no differentiation between arthroses deformans 
and arthritis. 

The authors’ study is based on 100 hip joints 
observed at operation on patients from 5 to 70 years 
of age. Two distinct groups of changes were found. 
The first group included severe degenerative changes 
in the entire capsule comprising the fibrous portion 
as well as the synovial layer. The second group 
showed inflammatory changes; the tissue appeared 
to be edematous; plasma cells, eosinophiles and 
leukocytes were found; the synovial layer appeared 
to be hyperplastic and thickened, with the formation 
of villi; perivascular infiltration of round cells was 
observed. Because of the severe degeneration of the 
capsule, the authors concluded that the functional 
value of this structure was completely lost; in fact, 
in most instances it acts as a foreign body. The 
synovial capsule therefore does not take part in any 
of its functions because of the loss of its capacity of 
absorption; the danger of deposition of calcium is 
increased, and the capsule is unable to cope with the 
hemorrhage that is usually caused by an operative 
intervention within a joint. The authors believe, 
therefore, that one is justified in performing, without 
hesitation, a radical excision of the capsule. 

Georce I. Reiss, M.D. 


Painful Bipartite Patella (Patella partita dolorosa). 
H. BREITENFELDER. Zschr. Orthop., 1951, 81: 434. 


_ The author states that bipartite patella very often 
is the cause of a great deal of pain within the knee 
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joint, particularly in men in the military service. 
Some investigators believe that a bipartite patella 
originates from two separate ossification centers, and 
that trauma prevents fusion of the two separate 
ossification centers and causes the patella to split in- 
to two or several parts. It is further pointed out that 
a definite similarity exists between the external os 
tibiale and the bipartite patella. Both are located 
within a tendon, the patella within muscle. The 
main portion of the posterior tibiale inserts into the 
lateral tuberosity of the navicular bone and the lesser 
portions of the posterior tibiale extend anteriorly to 
the second and third cuneiform bones. Very often 
trauma causes pain within the area of the external os 
tibiale and treatment becomes necessary. 

A painful bipartite patella presents the following 
symptons: pain increases on flexion of the knee; 
there is definite atrophy of the quadriceps tendon; the 
contracture of the quadriceps when walking causes 
motion of the two fragments against each other, 
which causes pain. It is therefore very important to 
differentiate between a harmless congenital bipartite 
patella and a painful traumatic division of the 
patella. Georce I. Retss, M.D. 


Marked Disability as the Result of an Enlarged 
Interphalangeal Sesamoid Bone in the Big Toe 
Joint (Volumineux sésamoide interphalangien du 
gros orteil, cause d’une grave incapacité). J. CARA- 
VEN. Rev. chir. orthop., 1951, 37: 433- 


The author reports a case of a 50 year old man 
who for many years had to walk on 2 crutches on 
account of an extremely painful induration over 
the interphalangeal space of the right big toe. This 
was caused by an enlarged sesamoid bone, which 
was double the size of the corresponding bone on 
the opposite side. After the bone was removed 
through a dorsal incision the patient was relieved 
of pain immediately and was able to walk normally. 

Ernest H. BetrMann, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Endoprostheses of Vitallium in Replacement of the 
Excised Fractured Radial Head (Endoprotesi in 
vitallium in sostituzione del capitello radiale asporta- 
to per frattura). P. AtBontco. Chir. org. movim., 
1952, 37: 134. 

The author states that the consensus in regard to 
the treatment of fractured head of the radius is 
excision when there is a marked diastasis of the 
fragments, and that there is always a limitation of 
motion of the elbow joint after such a procedure. 

The author believes that with the use of inert ma- 
terial in the surgery of bones and joints there is a 
technical possibility for surgical treatment of frac- 
tures of the head of the radius. 

Two cases of fracture of the head of the radius, in 
which a vitallium endoprosthesis replaced the ex- 
cised head, are illustrated with pictures and roent- 
genograms of the function of the injured elbow. 
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The author concludes that the use of endo- 
prostheses is less hazardous if the material used has 
no deleterious effect on the tissues mechanically, 
chemically, or electrically, if it is handled with the 
“nontouch” technique, and, finally, if it is con- 
structed in such a way as to satisfy the function of 
the part for which it is to be substituted. He advo- 
cates the use of vitallium endoprostheses in this 
type of lesion. FErx Stanziota, M.D. 


Wedge Osteotomy of the Vertebral Column for 
Kyphosis Due To Marie-Strumpel Arthritis: A 
Clinical Case (Osteotomia cuneiforme da coluna 
vertebral em cifose por espondilartrite anquilopoie- 
tica: um caso clinico). JosE BOTELHEIRO. Cir. ap. 
locomotor, Madr., 1952, 9: 115. 


The author reviews the theories of etiology and 
the symptoms of Marie-Strumpel arthritis, and 
gives a brief resumé of the pathological findings 
grossly and on x-ray examination. Early conserva- 
tive management of the disease is stressed. Once 
surgical intervention is decided upon, certain factors 
must be regarded. The author believes that the 
kyphosis is due principally to a straightening of the 
lumbar lordosis which accentuates the dorsal round- 
ing. The osteotomy should be done below the level 
of the tenth thoracic vertebra, before there is calci- 
fication and fixation of the anterior elements of the 
vertebra. If the general condition of the patient is 
good, it is not necessary to wait until the sedimenta- 
tion rate is stationary, provided it is not exceedingly 
high. 

The author presents one case of a 42 year old male, 
who had a typical history of Marie-Strumpel ar- 
thritis at the age of 26. He had a completely an- 
kylosed spine, except for some motion in the cervical 
spine. The hips were free. On x-ray examination, 
no calcification of the anterior or postlongitudinal 
ligaments was observed, but there was sclerosis and 
condensation in the region of the apophyseal joints. 

The osteotomy was carried out at the interspace 
between the third and fourth lumbar vertebrae by 
removing the inferior half of the spine and lamina of 
the third lumbar vertebra, and the superior half of 
the lamina and spine of the fourth lumbar vertebra. 
The incision was extended down into the apophyseal 
joints, which were partially excised to expose the dura 
and corresponding nerve roots. When this was done, 
the two raw spinous processes were approximated, 
and fixed with a Wilson spinal fusion plate on one 
side and a bone graft on the other side of the spine, 
and the two held together by two screws. The patient 
was then put into plaster, where he remained for 13 
weeks. The first 7 weeks were spent in bed and he 
was ambulatory for the last 6 weeks. At the end of 
this period the fusion was solid and the x-ray film 
showed a considerable correction of the dorsal spine 
converting it from an upright one to one with a rela- 
tively normal lordosis. The authors felt that fusion 
occurred more promptly than in other similar cases 
reported in the literature. 

ALEXANDER GarciA, M.D. 


Posterior Lumbar Osteotomy (Osteotomia lombare 
posteriore). F. Dexitata and C. Pats. Chir. org, 
movim., 1952, 37: 148. 

The authors review the surgical technique of 
lumbar osteotomy as described by La Chapelle, 
Smith-Petersen, Briggs, Heats and Schlesinger, Her- 
bert, Low and De Marchi. After giving the precise 
indications and the site for lumbar osteotomy, the 
authors give a detailed account of their surgical 
technique. 

They believe that the site for osteotomy should 
be the second and third lumbar vertebrae, because it 
avoids the danger of medullary compression, is less 
traumatic, gives a better correction, and, with par- 
tial resection of the body and disc, avoids a second 
stage anterior osteotomy. Dorsal osteotomy should 
be done in exceptional cases. The technique is as 
follows: 

The patient is placed on a Putti operating table 
in the prone position over a hammock in such a 
manner as to permit the gradual correction of the 
deformity during the operation and application of 
the cast without moving the patient. The head is 
maintained in normal position and the feet in trac- 
tion. Under general anesthesia an incision is made 
in the midline over the spinous processes of the 
second to the fourth lumbar vertebrae. The dis- 
section of the region is given in detail; the resection 
should include the lamina of the third lumbar ver- 
tebra, the inferior part of the second lumbar verte- 
bra, and the articular processes of the second and 
third lumbar vertebrae. Widening of the vertebral 
notches between the second and third lumbar verte- 
brae is recommended in order to avoid compression 
of the nerve roots. With the dural sac open, the 
posterior longitudinal ligament is exposed at the 
level of the disc, and with a curette about 1 cm. of 
the disc is removed. The deformity is then gradu- 
ally corrected by slow increase of the tension on the 
hammock without hyperextension of the head; the 
respiration and pulse are controlled, and the dura 
and exposed nerve roots are watched carefully. The 
borders of the two resected laminae are united and 
synthesis of the spinous processes is done. 

The authors apply two parallel bone grafts over 
the site of the excised laminae and after closure of the 
wound a cast is applied without moving the patient 
from the hammock. 

The authors describe the dangers during the opera- 
tion and their prevention; they enumerate the post- 
operative complications and advise synthesis and 
conservation of the spinous processes, and the use 
of a bone graft and orthopedic braces to prevent 
recurrence. 

They illustrate their work with pictures of the 
steps of the surgical procedure and also of the re- 
sults in 2 patients with ankylosing spondylitis who 
were treated by their technique. 

After evaluating their results and those of other 
authors, they recommend the posterior lumbar 
osteotomy for selected cases. 

Ferx Stanzioia, M.D. 
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Metacarpophalangeal Arthroplasty with Acrylic 
Resins (Artroplastia metacarpofalangica con re- 
sinas acrilicas). E. R. Vatpfés Santurio and F. 
FERNANDEZ-VIGIL. Cir. ap. locomotor., Madr., 1952, 
g: 61. 


Basing their work on that of others who have 
used acrylic prosthetic devices, the authors have 
made a set of replacements for the head, neck, and 
part of the shaft of the metacarpal. Their prosthesis 
is anatomical in form and incorporates a sleeve which 
fits over the stump of the resected bone. When 
necessary, a transfixion screw holds it in place. 

A single case report, including photographs, states 
that excellent motion was obtained after implanta- 
tion of the prosthesis for ankylosis of the third meta- 
carpophalangeal joint resulting from a nonspecific 
inflammatory process. The authors believe that the 
device may be more useful than metatarsal or tibial 
bone transplantations in the reconstruction of the 
hand with badly damaged or destroyed metacarpals. 

Cartes T. Ryper, M.D. 


The Interinnomino-Abdominal Operation. Ob- 
servations on a Series of 50 Cases. Str GorDON 
Gorpon-TAYLor, Puitip WiteEs, D. H. Patsy, W. 
TURNER WARWICK, and R.S. Monro. J. Bone Surg., 
1952, 34-B: 14. 

The 50 patients on whom this paper is based were 
operated upon by surgeons of the Middlesex Hospi- 
tal during the period between 1922 and 1950. 
Thirty-three of the patients were men and 17 were 
women. Their ages ranged between 14 and 60 years; 
8 were under 20 and 13 were 50 or over; the average 
age of the group was 35. 

There were 11 operative deaths in this series of 50 
patients, a mortality of 22 per cent; it is interesting 
to note that 11 amputations were carried out on pa- 
tients over the age of 50, with only 1 death. In the 
majority of cases death has been attributable to 
shock and hemorrhage. Twenty-two of the patients 
are alive today. Ten of them have survived 5 years; 
many patients survived 5 years before dying of a 
recurrence of their disease. 

The results are classified according to disease. 
There were 15 cases of chondrosarcoma with 1 death 
due to the operation; 10 patients are still alive; 5 pa- 
tients have survived more than 5 years; and 1 pa- 
tient has survived 12 years. There were 10 cases of 
spindle-cell sarcoma with 1 death due to operation; 
2 patients are still alive; 1 patient has survived 2 
years, and 1 has survived 16 years. There were 9 
cases of fibrosarcoma with 3 deaths due to opera- 
tion; 2 patients are still alive; 1 patient has survived 
5 years. There were 5 cases of osteogenic sarcoma 
with 2 deaths due to operation; 3 patients are still 
alive, and 1 of these has survived 7 years. There 
were 2 patients with osteogenic sarcoma complicat- 
ing Paget’s disease; one of these died immediately 
after operation, the other survived for 1 year. There 
were 2 cases of Ewing’s tumor; 1 patient died im- 
mediately after operation, the other is still alive 18 
months after operation, though a local recurrence 
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necessitated roentgen therapy. There were 2 cases of 
round-cell sarcoma; 1 patient died immediately after 
operation, the other is still alive 9 months after oper- 
ation. There was 1 case of osteoclastoma; this pa- 
tient is still alive 22 years after operation. One pa- 
tient with angioendothelioma is still alive 2 years 
after operation. One patient with myosarcoma died 
g months after operation. Carcinoma of the vulva 
with secondary deposits occurred in 1 patient, who 
is alive 5 years after operation. One patient with 
osteomyelitis died 2 weeks after operation. 

The article is complete with excellent figures of the 
amputated specimens. The technique of operation 
and postoperative care are well outlined in consider- 
able detail. C. Frep GoERINGER, M.D. 


Synovectomy for Chronic Arthritis in the Knee (La 
synovectomie dans l’arthrite chronique du genou). 
J. Ep. Samson and Guy Laronp. Rev. chir. orthop., 
Par., 1951, 37: 395- 

Synovectomy has been recommended for practi- 
cally all forms of arthritis since 1877, when the first 
patient was operated upon by Volkmann. The 
authors have employed this procedure extensively 
for 16 years with the purpose of preventing the in- 
vasion of proliferating synovia towards the cartilage 
(which results in its destruction), and preserving 
the normal range of articulation by removing the ir- 
ritating pain-causing tissue. Age was no contra- 
indication in the 218 synovectomies performed by 
these authors, but it is believed that operation 
should not be done in the presence of flexion con- 
tractures with posterior capsular shrinkage. 

The operative technique is as follows: from an in- 
ternal paramedial incision, the quadriceps and medial 
vastus fibers are separated, allowing for displace- 
ment of the kneecap posteriorly, while the knee is 
in flexion. The subquadriceps cul-de-sac is removed 
and this is followed by removal of the subpatellar 
fat tissue, which shows the initial pathologic condi- 
tion. After removal of the remaining synovial por- 
tions, the marginal osteophytes are removed and the 
knee is immobilized in a posterior splint for 10 days 
—the patient being told about active quadriceps 
exercises. If, 2 to 3 weeks later, there is marked 
joint limitation, manipulation under anesthesia is 
carried out, sometimes as many as five times. Among 
162 mobilizations, 3 fractures and 1 tear of the 
quadriceps tendon occurred. Only 20 per cent of the 
patients had very good results; in 17 per cent the 
results were good, in 40 per cent moderate, and in 
23 per cent poor. 

The two main types of arthritis are the atrophic 
and the hypertrophic, and the latter is subdivided 
into the posttraumatic, mechanical, and postinfec- 
tious varieties. The chief complications were hemar- 
throsis, infection, and marked stiffness. 

Histologically, the following groups were found: 
chronic villous synovitis, chronic synovitis, subacute 
synovitis, pigmentive villonodular synovitis, pseu- 
domembranous synovitis, scar tissue, and fat hyper- 
trophy. The best results were obtained in patients 
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Fig. 1 (Hammond). Skeletal suspension traction. Note 
skeletal traction in axis of humerus, balanced sling for 
forearm, and traction by humeral sling to correct posterior 
displacement of distal fragment. 


with static hypertrophic arthritis and posttrau- 
matic arthritis. The disappearance of pain allowing 
for free joint motion is due to denervation of the 
synovia, which regenerates after 4 weeks. 
Contraindications to synovectomy are: extensive 


cartilaginous damage, capsoligamentous shrinkage, 

and muscle atrophy. The possibility of improve- 

ment by treatment with cortisone is suggested. 
Ernest H. BETTMANN, M.D. 


FRACTURES AND DISLOCATIONS 


The Management of Supracondylar Fractures of the 
Humerus in Children. Greorce Hammonp. Surg. 
Clin. N. America, 1952, 32: 747. 


Supracondylar fractures of the humerus can be 
divided into the extension type, which comprises over 
99 per cent of the cases, and the flexion type. 

Damage to the soft parts about the elbow joint 
may be severe. The brachial vessels and the radial 
and median nerves are pulled posteriorly with the 
distal fragment and may become severely bruised, 
impinged, lacerated, or even severed by the sharp 
distal end of the proximal fragment. The radial 
nerve is injured more frequently than the median 
nerve. The ulnar nerve is rarely involved. There 
may be considerable lacerations of the muscles, 
generally of the brachialis anticus. The elbow joint 
capsule is frequently torn and the periosteum 
has been stripped to a variable degree from the 
fragments. 

It is to be strongly emphasized that early gentle 
reduction of the displaced fragments is the primary 
method of managing an impeded circulation and 
nerve paralysis and, in the majority of cases, it is 


successful. Reduction should not be delayed because 
of marked swelling, as this is actually an indication 
for immediate reduction of the fracture by gentle 
measures. 

The patients in whom manipulation is required 
are given a general anesthetic, the wrist is grasped 
with one hand, and steady axial traction is applied. 
Simultaneously, the elbow is slowly flexed to a right 
angle while the thumb and fingers of the other hand 
mold the distal fragment so as to correct anterior 
angulation. This gentle procedure is usually suffi- 
cient to bring about excellent reduction. If there is a 
slight shift of the distal fragment posteriorly or to 
one side it may be necessary to apply traction for a 
longer period before elbow flexion and molding are 
carried out. Even in these mild cases, flexion with- 
out traction should never be used to gain reduction, 
and forced flexion should never be employed. The 
possibility of damage to the blood vessels and nerves 
must always be kept in mind. Lateral or medial 
displacement of the distal fragment can be corrected 
by pressure and counterpressure on the distal frag- 
ment and the distal end of the proximal fragment 
after the elbow has been flexed. 

In all supracondylar fractures with significant 
displacement and moderate to severe swelling, the 
traction method has been consistently satisfactory. 
A Kirschner wire is inserted transversely through 
the olecranon process about 1 inch distal to its tip. 
In order to avoid possible injury to the ulnar nerve, 
it is best to introduce the wire from the medial side 
(Fig. 1). 

Active exercises of the fingers are insisted upon 
every hour. The cast remains in place until firm 
union is demonstrated by clinical and roentgeno- 
graphic examination. This requires an additional 2 
to 4 weeks. The cast should not be removed too 
early as displacement may recur. After removal of 
the cast, the arm is carried in a sling for a period of 
10 to 14 days, but it is removed from the sling every 
hour for active, and only active, exercises of the 
elbow and forearm. After removal of the sling, light 
use of the arm is advised and a gradual return to 
normal activities is permitted, as judged by clinical 
and roentgenographic evidence of solid union of the 
fracture. 

The incidence of malunion has been ‘greatly re- 
duced by the employment of continuous traction in 
all cases which show considerable displacement. 
Excellent reduction and efficient immobilization 
until union is established prevent malunion. The 
coronoid and olecranon fossae must be restored in 
order to prevent a bone block to complete motion. 
Mild, residual medial or lateral shift of the distal 
fragment with otherwise excellent reduction is an 
acceptable position. 

The use of skeletal suspension traction has proved 
a great contribution to the treatment of this frac- 
ture. None of the patients in the author’s series have 
developed Volkmann’s ischemic contracture, myo- 
sitis ossificans, permanent nerve paralysis, or serious 
malunion. C. Frep GorrIncer, M.D. 
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The Orthopedic Conservative Treatment and the 
Use of a Graft in Fractures of the Dorsolumbar 
Spine Without Nerve Involvement (Etude com- 
parative de la greffe osseuse et du traitement ortho- 
pedique pur dans les fractures récentes du rachis 
dorso-lombaire sans troubles nerveux). A. G. WEISS 
and L. HOLLENDER. Rev. chir. orthop., Par., 1951, 
37: 408. 


For fractures of the dorsolumbar spine without 
nerve involvement, the functional method of 
Magnus (Bochum) favoring treatment without the 
use of plaster or reduction, but with rest in the prone 
position with daily massage for 6 weeks, and the 
procedure of Boehler and Watson-Jones with early 
reduction and plaster of Paris cast have been the 
two main procedures. A third procedure is the bone 
grafting which may be justified to avoid the possi- 
bility of a complication with a rarefying osteitis 
(Kummell-Verneuil), and which some French sur- 
geons have adopted as a security measure, antici- 
pating a shortening of the disability period (?) and 
avoidance of a corset. The material (54 cases), 
observed over a period of 5 years, comprised 6 
isolated dorsal fractures, 5 bidorsal fractures, 31 
lumbar fractures, and 12 dorsolumbar fractures. 

The best results were obtained in fractures treated 
according to the Boehler method. The results ob- 
tained with bone grafts were exceedingly poor, with 
limited spinal motion and a longer period of dis- 
ability; most of the patients had to change their 
occupation and this had an unhappy psychological 
effect on them. The bone graft, however, is indi- 
cated in fractures of the lamina, where 2 vertebrae 
are involved, where marked displacement is present, 
and in instances of high dorsal kyphoses in which 
immobilization and correction is hard to obtain. 
Except for such indications the grafting is contra- 
indicative, mainly because of the unnecessarily long 
immobilization with inability to perform functional 
exercises. With the Boehler technique, 83.3 per cent 
of good results were obtained within 6 months. With 
the bone grafting, good results were obtained in only 
29 per cent of cases and 1o months of treatment 
was necessary. Watson Jones too has obtained 
excellent results with the Boehler method; a most 
complete reduction has been obtained before the 
end of the second week. The posterior arcs (la- 
minae), serving as levers, favor the hyperextension 
maneuvers and in most cases a complete return to 
health was obtained. Ernest H. BETtMaANN, M.D. 


Late Results in Central Fractures of the Acetabu- 
lum (Risultati a distanza nelle fratture del fondo del 
cotile). Mario BarBeris. Arch. chir. ortop. med., 
1952, 17: 177. 

The author has studied the late results in 10 cases 
of central fractures of the acetabulum with or with- 
out central dislocation of the femoral head, which 
were seen at the Instituto di Santa Corona in Pietra 
Ligure, Italy, among a series of 2,000 traumatic 
cases in a 20 year period. All the patients were 
males between the ages of 23 and 49 years; in 60 per 


cent of the cases the right hip was involved and in 
40 per cent the left one. 

The author describes the mechanisms of injury in 
detail, and states that in 3 cases a blow was received 
in the trochanteric region, in another 3 cases the 
trauma was transmitted from the feet along the axis 
of the body, and in the rest of the cases the trauma 
was so complicated that it could not be localized to 
any particular site. Three cases were simple central 
fractures of the acetabulum without true central dis- 
location of the femoral head; in the other 7 cases the 
head appeared to be deep in the pelvic cavity on 
initial examination. 

The author enumerates the symptoms and states 
that even if there are important signs that may sug- 
gest the diagnosis of fracture of the acetabulum, the 
roentgenographic examination will definitely settle 
the diagnosis. 

He agrees with those who have dealt with this 
type of lesion and recommends the use of the prin- 
ciples of Putti in the treatment of fractures; i.e., in 
these cases he favors skeletal traction with a Kirsch- 
ner wire through the greater trochanter. 

In the experience of the author it is very impor- 
tant, after obtaining reduction of the fracture, to 
begin physical therapy consisting of diathermy, 
massage, and gradual active and passive motion of 
the injured hip in order to restore function and avoid 
muscular atrophy. His patients were ambulated, 
within a period of a few days after the trauma, in a 
cast for go days. 

The author does not advocate open reduction of 
these fractures, but recommends subtrochanteric 
osteotomy to correct the function and aesthetic ap- 
pearance of the extremity in late or mismanaged 
cases. 

He states that many workers mistake good early 
results for permanent results. In many instances, 
the patient may walk freely, without pain, and with 
slight or no limp; but later on, he may develop pain 
and limp, and he may show a clinical picture of the 
posttraumatic arthritic ankylosis. Other patients, 
in spite of good treatment and perfect reduction, 
may have pain, limp, and limited motion from the 
onset. Nevertheless, he disagrees with the English 
authors who believe that every case of fracture of the 
acetabulum will end in a coxofemoral ankylosis. 

The author has followed his cases for periods from 
7 months to 46 years and concludes that with prompt 
diagnosis and proper treatment from the beginning, 
good functional and anatomical results may be ex- 
pected in 50 per cent of the cases. 

Fetrx STanzi0LA, M.D. 


Isolated Fractures of the Greater Torchanter (Le 
Fratture isolate del gran trocantere). Luic1 p1 BAt- 
TISTA. Chir. org. movinm., 1952: 40. 


The author states that in the last century, 40 
isolated fractures of the greater trochanter have been 
reported by 30 authors. In the present article he 
reports 12 cases (from a series of 371 fractures of the 
neck of the femur) in patients treated at the Ospedale 














86 


Civile S. Giacomo, of Torremaggiore. Of the frac- 
tures reported, 7 were of the left femur and 5 were of 
the right femur; in 9 cases the lesion was aeute and 
in 3 chronic; the oldest lesion was observed 2 months 
after the initial trauma. 

The author describes each of his cases from the 
etiologic, anatomopathologic, prognostic, and thera- 
peutic point of view. He disagrees with many of the 
authors who believe that the lesion presents specific 
symptoms. In 8 of his cases, the extremity was not in 
any characteristic postion and in 4 cases the extrem- 
ity was in slight external rotation. There are a few 
signs which may be of aid in the diagnosis, but 
roentgenographic examination is necessary for con- 
firmation. He observes that the lesion is not con- 
fined to one sex, nor to a particular age group; how- 
ever, it is observed more often in middle age and in 
males because this group is more exposed to trauma. 

The mechanisms of injury in the author’s cases 
were: a violent muscular contraction in 1 case, 
direct trauma in 2 cases, and trauma and muscular 
contraction in 8 cases. 

The author concludes that whatever the treatment 
administered, the prognosis is good. He favors im- 
mobilization of the limb in a plaster cast for a period 
of 30 days, to permit walking. In the patients so 
treated, complete function has been restored in 30 
to 50 days. D. Férx Sranziora, M.D. 


Some Thoughts on Fractures of the Tibial Plateau 
(Algunas consideraciones sobre la “fractura de los 
platillos tibiales’”). Dominco Vazques RoLFi. An. 
ortop. traumat., 1951, 4: 217. 


This article is based on an analysis of 148 frac- 
tures of the tibial plateau treated at the Institute of 
Traumatology in Montevideo, Uruguay. The author 
subdivides the fractures into four types: (1) the 
vertical, subdivided into the peripheral and central, 
(2) the oblique, or wedge-type, (3) the central with 
depression, and (4) the comminuted. The incidence 
as to the age of the patients. was broken down as 
follows: 27.5 per cent were in the fourth decade, 
25.7 per cent in the fifth decade, 18 per cent in the 
sixth decade, 10.5 per cent in the third and seventh 
decades, 5 per cent in the eighth decade, 3 per cent 
in both the second and ninth decades, and % per 
cent in the first decade. There were 117 males and 
31 females. The left tibia was involved in 64 per 
cent of the cases, the right tibia in only 36 per 
cent. The external condyle was involved in 115 
cases (78%), whereas the internal tibial condyle 
was involved in only 19 cases. Three fractures in- 
volved an injury of the spines of the tibia and in 12 
cases the fractures were oblique or wedged, involv- 
ing both plateaus. The fractures involving the ex- 
ternal tibial plateaus were divided as follows: the 
vertical fractures (47), central fractures involving 
the depression (37), fractures involving the entire 
condyle (5), wedge or oblique fractures (17), and 
comminuted fractures (5). The internal plateau 
fractures were divided into 13 cuneiform or wedge 
shaped, 5 vertical, and 1 massive depression fracture. 
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As regards treatment, the author stresses the 
importance of securing as anatomical a result as 
possible and believes that the fissure or vertical 
fractures without displacement require little treat- 
ment other than plaster casts and nonweight bear- 
ing. The depressions should be elevated without 
operation, if possible. In the fractures in which there 
is a central displacement of the plateau, it is neces- 
sary to do an open reduction; this is also necessary 
when there is a spreading of the tibial plateau. 
For cases in which there is a marked comminution, 
he recommends skeletal traction, manual com- 
pression, the application of a plaster cast when cor- 
rection is obtained, and the avoidance of weight- 
bearing for 60 days at least. Removal of the menis- 
cus is recommended if it is torn. 

Of the author’s group of patients only 16 were 
operated upon. Six had vertical fractures with 
diastasis; 4 of these were fixed with a screw and 2 
were treated by the method of Delitala in which 
the lateral condyle is speared and elevated with a 
Steinmann pin. The remaining 112 patients were 
treated by conservative methods, although it was 
felt that in some of them, the results might have been 
better with the application of internal fixation, par- 
ticularly when there was diastasis of a vertical 
fracture. 

The importance of obtaining anatomical results 
to secure maximum function is stressed. 
ALEXANDER GarcliA, M.D. 


Primary Results of Treatment of Fracture of the 
Os Calcis by ‘‘Foot-Free Walking Bandage” and 
Early Movement. ARNE BERTELSEN and EIvIN 
Hasner. Acta orthop. scand., 1952, 21: 140. 


Of late years an active functional principle of 
treatment has given encouraging results in cases of 
para-articular and intra-articular fractures, and 
seemed to be worth trying in calcaneal fractures. 

The authors report a series of 23 cases of fracture 
of the os calcis treated at Rigshospital, Copenhagen, 
during the period between May 1, 1944 and April 1, 
1945. All patients were treated by circular walking 
plaster, applied from the malleoli to the condyles of 
the tibia in such a way that all the joints of the foot 
were free to move. The plaster was applied as soon 
as the fractural swelling had subsided, in an average 
of 6 days after occurrence of the fracture. The first 
day a circular plaster was applied from the malleoli 
to the tibial condyles and the next day a walking iron 
was fitted. The patients were then allowed to use 
the walking iron with the aid of two sticks or elbow 
crutches. In addition they were encouraged to prac- 
tice active dorsoplantar flexion of the ankle joint as 
well as pronation and supination of the foot. 

Five cases were observed for more than 5 years, 5 
cases for 4 to 5 years, 2 cases for 3 to 4 years, 3 Cases 
from 2 to 3 years, 6 cases from 1 to 2 years, and 2 
cases from % to 1 year. 

Nine patients had extra-articular fracture; 8 had 
intra-articular fracture without dislocation and 6 
had intra-articular fracture with dislocation. 
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Fig. 1 (Herndon, Chase). Technique employed in transplanting the knee joint. 


The number of cases and the preponderance of 
extra-articular and nondislocated intra-articular 
fractures do not permit of a definite estimation of the 
value of the method for all fracture types, especially 
not for the intra-articular fracture with dislocation 
and a reduced tuber-joint angle. 

The authors regard the results (anatomical as well 
as functional and social) as encouraging and recom- 
mend the method in all cases of less severe fracture. 
The principle of treatment also seems justifiable 
where severe fractures are concerned. 

Rupotps S. Reicu, M.D. 


ORTHOPEDICS IN GENERAL 


Experimental Studies in the Transplantation of 
Whole Joints. CHARLES H. HERNDON and SAMUEL 
W. Cuase. J. Bone Surg., 1952, 34-A: 564. 


Dogs were used as experimental animals and the 
left knee joint was selected for study. The operative 
technique is well described (Fig. 1). 

The femur and tibia are divided in step-cut fash- 
ion. The entire knee joint, including the collateral 
ligaments, the cruciate ligaments, and the menisci, 
is lifted free from its bed. A plaster spica is applied 
for a period of 2 weeks to allow for wound healing. 
It is then removed and the dog is allowed to begin 
weight-bearing on the affected extremity at will. 

The early results were encouraging, and as it was 
evident that at least 2 years must be allowed to 
elapse before end-result evaluation, two other series 
were started, a series with delayed homogenous 
grafts and a series with direct homogenous grafts. 


A total of 129 dogs have been operated on by the 
technique described. A large number of these ani- 
mals were lost in perfecting the technique. 

In spite of difficulties, 56 dogs have survived and 
are satisfactory for study; 18 were treated with 
autogenous grafts, 19 with delayed homogenous 
grafts, and 19 with direct homogenous grafts. 
Roentgenograms have been obtained at regular 
intervals, and the animals have been sacrificed at 
intervals varying from 1 day to 2 years, so that the 
histological changes might be followed. Animals 
in the series with autogenous grafts have been fol- 
lowed as long as 2 years. Functional results are 
routinely excellent. The animals begin to bear 
weight about 4 to 6 weeks after the operation, and 
within 2 to 3 months will run, jump, and play, ap- 
parently with no pain. Roentgenograms show that 
the step cut unites in 4 to 6 weeks and that the bone 
appears to have essentially normal structure. 

The joint space is well maintained, and only 
comparatively mild arthritic changes have been 
observed during the course of these experiments. 
At autopsy, the joints have shown excellent preser- 
vation of the articular surfaces, menisci, and col- 
lateral ligaments. 

The histological picture is quite uniform and 
follows the well known sequence of events seen in 
aseptic necrosis with creeping replacement. 

The articular cartilage remains normal for the 
first 14 days and then shows slow extension of the 
necrosis beginning superficially and peripherally to 
the weight-bearing surface of the joint. The menisci 
undergo necrosis and are replaced by fine-fibered 
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connective tissue which in later specimens presents 
stages of transformation to fibrocartilage. In the 
region of the step cuts, union by fibrous callus is 
present at 7 days and bony union is present at 1 
month. 

The joint continues to function satisfactorily, but 
the roentgenogram shows increased density in the 
subchondral area of both the femur and the tibia. 
There follows a varying degree of degeneration, 
collapse, and osteoarthritic changes. Dogs which 
2 to 3 months after the operation had an excellent 
gait may begin to limp, and in a few instances may 
refuse to bear weight on the affected extremity. 
Usually, however, satisfactory function persists, and, 
surprisingly enough, the dogs continue to bear 
weight even when the roentgenograms show exten- 
sive degenerative changes. 

The writer has had no experience in using whole 
joint transfers clinically, but from the experimental 
data at hand he believes that one could expect satis- 
factory results from autogenous transfers, particu- 
larly in nonweight-bearing joints, such as the small 
joints of the hand. 

Experiments are now in progress in which im- 
munological techniques are used in an attempt to 
determine whether or not a type-specific protein 
exists in bone which will produce antigenic activity 
in a homogenous host. 

An interesting series of roentgen photographs is 
presented which illustrates well the degenerative 
changes that occur in these transplanted joints with 
evidence of compression fractures in both the tibia 
and femur. C. Frep GoERINGER, M.D. 


Experiences with the Phantom-Controlled Electro- 
prosthesis (Vaduzer Arm). (Bisherige Erfahrungen 
mit der phantomgesteurerten Elektroprothese— 
Vaduzer Arm). Kurt Srentow.! Zschr. Orthop., 
1951, 81: 473. 

The author reports the experiences with the elec- 
troprosthesis based on observations of the past 14 
years. The phantom-directed electroprosthesis uses 
the sensations of the “phantom limb” to close the 
artificial hand. Up until the present time the 
Huefner hand had been used. In order to use the 
electroprosthesis successfully, three factors are im- 
portant: 

1. The mobilization and education of the sensa- 
tion of the phantom limb. 

2. The construction of an electroprosthesis which 
is able to materialize the impulses initiated by the 
sensation of a phantom leg. 

3. Training which will make it possible for the 
bearer of an electroprosthesis to use the attached 
hand successfully. 

As a rule the feeling of a phantom limb can be 
utilized successfully in cases in which the sensation 
of the phantom limb is only vaguely present. Train- 
ing will stimulate this feeling and increase its in- 
tensity. In cases in which overstimulation of sensa- 
tion of a phantom limb is present, it may be very 
disturbing and may be felt as a very severe pain. 
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This, also, can be modified by training. By loss of 
a limb the pattern localized in the postcentral gyrus 
is not disturbed. Most patients who have had the 
opportunity to use the electroprosthesis successfully 
reported the fact that the prosthesis had become 
part of their body and if the prosthesis had to be 
turned in for repair they had the feeling as if a por- 
tion of the body was missing. The electroprosthesis 
is equally successful in forearm amputees, as well as 
upper arm amputees. The only disadvantage of the 
electroprosthesis is that the Huefner hand is made 
of wood and allows only opening and closing of the 
fingers. The successful use of the electroprosthesis 
is also limited by the fact that only patients who are 
fairly intelligent are able to learn how to use the 
arm. Only in certain types of occupations can the 
electroprosthesis be used successfully. The stump, 
by necessity, must not be too long or too short. The 
patient who is not intelligent is much better off by 
using the conventional arm or no arm at all. The 
ideal forearm stump for the Vaduzer arm is from 
12 to 24 cm. long. Patients with amputations of 
both arms are somewhat handicapped but are still 
able to use the Vaduzer arm successfully. Blind 
patients are at a disadvantage because the arm does 
not give them surface sensitivity, but they are still 
able to use the arm successfully. 

Photographs presented in the original article dem- 
onstrate the patient using the telephone, washing 
dishes. and using a forceps very successfully. 

GeorcE I. Rerss, M.D. 


Changes in the Femoral Neck in Contact with an 
Acrylic Prosthesis. P. Gowans LAING and H. 
Dovuctas Ross. J. Bone Surg., 1952, 34-B: 291. 


The author submits the case report of a woman 70 
years of age, who had been suffering from crippling 
osteoarthritis of the right hip. A Judet type of 
arthroplasty was performed. The joint capsule was 
excised as completely as possible. The canal at the 
femoral neck into which the stem of the prosthesis 
was inserted was started with a hand drill, and was 
finally enlarged with the special Judet instrument; 
at no time was any high-speed drilling performed, 
and no burning of tissues could have occurred. The 
prosthesis was inserted with minimal force. 

Unfortunately, death from pulmonary embolism 
occurred 2 weeks following operation. At postmor- 
tem examination, the upper quarter of the femur was 
removed for investigation. A rather extensive necro- 
sis surrounding the stem of the prosthesis was re- 
vealed. The necrosis involved an important weight- 
bearing area of the femoral neck, namely, the calcar 
femorale. It was not of a block infarct type. Rather, 
the necrosis was more irregular in its occurrence and 
had not elicited a marked inflammatory reaction. 

The authors state that while many workers have 
reported cases in which the Judet technique was 
used, no reports found in the literature contain any 
description of subsequent pathological changes in 
the bone of the femoral neck. 

KENNETH E, SHERMAN, M.D. 





















Resection of the Knee Joint in Tuberculosis. Re- 
Examination of 369 Cases. Haratp Bropin. 
Acta orthop scand., 1952, 21: 155. 

From the beginning of 1928 until the beginning of 
1949, a total of 370 patients with tuberculosis of 
the knee joint were treated surgically at the Coast 
Sanatorium of Apelviken: curettage of the patellar 
focus was done in 1 case, and resection was the 
method of treatment in 369 cases. Only 2 of the 
patients received chemotherapy. This series is one 
of the largest hitherto published on the surgical 
treatment of the knee joint and it was possible to 
draw statistical conclusions, especially as regards 
operative complications. Particular attention was 
given to those factors capable of influencing the 
course of healing. The investigation was carried out 
on the basis of questionnaires. Those patients in 
whom ankylosis had been observed were requested 
only to fill up the questionnaire while the remainder 
were requested to have roentgen films made and for- 
warded to the author. 

The knee was resected in all certain cases of tuber- 
culosis of the knee joint, except in children. Mal- 
position was considered as strengthening the indica- 
tion for surgical interference, while synovitis clinical- 
ly suggestive of healing was said to contraindicate 
resection. A poor general condition and an abun- 
dance of fistulas also were looked upon as contra- 
indications. 

The operative method was uniform in 365 cases 
and is described in detail, as well as the methods of 
anesthesia and the postoperative care. 

A very comprehensive breakdown of the series is 
presented as to age and sex distribution, site af- 
fected, roentgen findings and the complications en- 
countered. 

In connection with multiple tuberculosis, tuber- 
culous abscesses in the knee joint and increased 
sedimentation rate before the operation, a statistical- 
ly significant increase in the frequency of complica- 
tions was observed. Fistula before operation and a 
case history of the disease of less than 2 years before 
operation probably increased the risk of complica- 
tions. On the other hand, advanced age, consider- 
able roentgenological changes, and only a short 
period of treatment before the operation had no ob- 
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vious effect on the incidence of complications in 
this series of cases. 

The mortality from tuberculosis after leaving the 
hospital was greater among those with multiple 
tuberculosis than among the remainder. 

Two years after the operation 84 per cent of the 
patients had returned to work and, finally, 96 per 
cent were capable of working. 

Ankylosis was seen roentgenologically in 83 per 
cent, and 15 per cent of patients reported a stiff knee 
joint; pseudarthrosis developed in 0.9 per cent. Of 
the remaining patients, 3 were still undergoing treat- 
ment, and in 1 patient there was a certain degree of 
mobility after arthroplasty. 

A suitable angle between the tibia and the femur 
seems to be 5-10 degrees of flexion and o-s5 degrees 
valgus. 

Slight but radical resection. for a wide range of 
indications (except in children) gave good results, 
well comparable to those in the series of other au- 
thors. Rupotps S. Reicu, M.D. 


Calcification of the Calf 33 Years After War Injury 
(Calcinose du mollet consécutive 4 une blessure de 
guerre datant de trente-trois ans). E. SoRREL. Acta 
orthop. belg., 1952, 18: 184. 

A 63 year old veteran of World War I, who in 1918 
received 24 shrapnel fragments in his left calf, gradu- 
ally developed increasing edema and drainage from 
an abscess with calcareous déposits. X-ray exami- 
nation revealed extensive calcification. Some of the 
completely interstitial calcified muscle sections were 
removed. There was no evidence of parathyroid 
pathology, only the sedimentation rate was in- 
creased. If the drainage continues, ultimate ampu- 
tation may be necessary. 

A differential diagnosis had to be made from 
(1) calcifying subcutaneous granuloma coexisting 
with sclerodermia and sclerodactylia, (2) calcifying 
paraosteoarthropathia in paraplegia, and (3) myo- 
sitis ossificans. 

In this unusual case the pathology was evidently 
precipitated by infectious trophic changes. There 
was no-involvement in any other portion. The true 
cause of the condition is still obscure. 

Ernest H. BetrMaAnn, M.D. 





BLOOD VESSELS 
Phlebography and Venous Pressure in Varicosities 
of the Lower Extremity (Phlebographie und Ve- 
nendruck bei Varizen der unteren Extremitaet). F. 
KarnpL, W. LinpEemayr, and B. THURNHER. Deut. 
med. Wschr., 1952, 77: 587. 


Under normal conditions phlebography of the 
lower limbs is characterized by a filling of the deep 
veins, regardless of the method employed. Filling 
of the superficial venous system is an inconstant 
finding. In patients with varicose veins the filling 
of the deep veins is frequently lacking which, as 
Bauer assumed, is due to a venous thrombosis or 
lack of collateral circulation. This to Bauer was a 
contraindication for operation. 

The authors examined the venous pressures and 
phlebograms in 22 patients, 12 of whom could be 
studied before and after the operation (Moszko- 
wicz). The technique has been described in a pre- 
vious article. In addition, the Trendelenburg, 
Perthes, and Holmgren tests were carried out. 

All patients had normal venous pressures. Twelve 
patients failed to have a positive ‘“‘deep venogram” 
and these patients had especially marked varicosi- 
ties. All patients who could be studied postopera- 
tively showed filling of the deep veins. There were 
no cases of postoperative edema, and ulcers healed 
quickly even in patients with negative phlebo- 
grams. The filling of the deep venous system de- 
pends on the extent of the superficial varicosities 
and has nothing to do with deep venous thrombosis. 
In a subsequent small series the authors could show 
that a positive venogram can be obtained in every 
instance when the superficial varices are compressed. 
The mean venous pressures read were: before oper- 
ation, 10.5 cm. HO; 1 week after operation, 13.4 
cm.; and 3 weeks after operation 15.2 cm. 

Kurt BEentrscHkE, M.D. 


Arterial Homografts. Preservation of Tissue Cul- 
ture Viability of Canine Aortic Segments after 
Freezing at Low Temperatures. Henry Swan, 
Joun J. FEEHAN, LLoyp F orto, and Roy T. Joun- 
SON. Surgery, 1952, 31: 807. 


Many problems are encountered in the freezing of 
tissues: the optimal temperature for freezing, the 
rate of freezing, the temperature of storing, the size 
and shape of the tissue mass, the media containing 
the tissue, and the rate of thawing. 

Segments of dog aorta were obtained and frozen 
rapidly at —196° C. and slowly to —78° C. Aortas 
were frozen in the dry state and in several nutrient 
media. Both rapid and slow thawing was evaluated. 
Tissue culture studies were performed on all frozen 
aortas as well as on fresh controls. Histological 


studies on representative sections were presented. 
No difference in tissue viability was noted in the 
groups frozen at —196°C. and at —78°C, if 
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nutrient media was employed. The rapid freezing 
at —78° was definitely better than the slow freezing. 
Remarkable differences in tissue culture viability 
were noted between dogs older than 2 years and dogs 
younger than 2 years. A 70 to 75 per cent tissue 
culture viability was observed in grafts that were 
rapidly frozen at —78° C. (95% ethyl alcohol and 
dry ice) in nutrient media; these aortas were ob- 
tained from dogs less than 2 years of age. 

Although only a small number of grafts were 
stored at —30° C. and —78°C., it was noted that 
39 per cent of those stored at —78° C. demonstrated 
tissue culture viability, whereas none of those stored 
at o° C. were viable. Tissue culture viability was 
present up to 25 days of storage. 

Tissue culture viability was not essential to suc- 
cessful grafting. The nearest approximation to a 
fresh arterial homograft is obtained most practically 
at present by freezing the graft in nutrient media, 
dry ice, and alcohol with storage at the same tem- 
perature and subsequent rapid thawing. 

Jerry A. STIRMAN, M.D. 


Posttraumatic Arterial Lesions with Particular 
Consideration of Their Late Results. Studies 
on the Basis of 70 Cases from the Material of 
the SUVA (Swiss Accident Insurance Institu- 
tion). [Ueber posttraumatische Arterienschaeden mit 
besonderer Beruecksichtigung ihrer Spaetfolgen. Un- 
tersuchungen auf Grund von 70 Faellen aus dem 
Aktengut der schweizerischen Unfallversicherung- 
sanstalt.] Helvet. chir. acta, 1952, 19: 58. 


In the treatment of all arterial lesions the con- 
tinuity of the arterial lumen should be retained. 
This is especially to be borne in mind because the 
modern techniques of suture of the blood vessels 
and the use of the anticoagulants render the likeli- 
hood of secondary thrombosis less imminent. When 
the artery requires excision, many methods of re- 
uniting the two stumps are attempted; however, 
none of these methods have proved consistently 
successful. However, the standard methods of in- 
terruption of the sympathetic supply of the involved 
portion of the artery should always be added. The 
interruption of the sympathetic trunks is preferred 
by the author to periarterial sympathectomy. 

The teachings of Leriche and Fontaine with refer- 
ence to the removal of the thrombosed arterial sector 
in order to remove the irritative effects of this area 
on the surrounding tissues, particularly on the 
collateral blood vessels, are discussed. Indeed, a 
number of the cases recorded here seemed to have 
derived benefit from this procedure. The author 
does not favor the exposure of the spastic artery and 
its treatment with warm physiologic saline solution. 
Fontaine’s teachings with reference to the impor- 
tance of muscle tissue for the development of col- 
lateral circulation are accepted. Of course, when the 
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muscle tissue is also involved in the injury this 
advantage may prove illusory. 

The presence of pre-existing vascular diseases or 
anomalies may have a decisive effect on the outcome 
of the trauma to the blood vessel. A case is reported 
in which the presence of stenosis of the aorta was 
undiscovered until its presence was suspected from 
its influence on the fate of the injured extremity. 
Thus, it is important not only to procure a careful 
history of the previous health and physical capaci- 
ties of the patient, but to subject him to an exhaus- 
tive examination, in which special emphasis is to be 
placed on a study of the pulse, oscillometric read- 
ings, and the temperature conditions in the different 
regions of the injured extremity. 

These methods may, of course, disclose the pres- 
ence of thrombosis or another obstruction to the 
arterial circulation; however, it is only arteriography 
which will disclose the exact site and the extent of 
the obstruction and thus afford invaluable indica- 
tions for the direction which the treatment is to take. 
Knowledge of these pre-existing anomalies and 
diseases is indispensable for the insurance company 
for proper adjudication of the benefits to be allotted. 

Joun W. BRENNAN, M.D. 


Preserved Arterial Grafts. Experimental Results 
(Les greffes d’artéres conservées. Résultats expéri- 
mentaux). L. Mass&, R. Trncaup, Cu. MAssf£, and 
J. Cartes. Bordeaux chir., 1952, 1: 15. 


Two types of grafts are employed in blood vessel 
surgery: fresh autoplastic venous grafts,and preserved 
homoplastic venous or, preferably, arterial grafts. 
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The authors implanted homografts from 4 to 5 cm. 
long into the aorta or the common iliac artery of 
dogs; these grafts had been preserved in Hanks- 
Gross medium, dog plasma, or heparinized blood. 
The effect of the grafting was studied by aortog- 
raphy, the registration of oscillations above and 
below the graft, determination of the physical prop- 
erties of the graft, and by histologic studies. 

Acute or chronic thrombosis is attributable to 
preservation of the graft longer than 30 days, infec- 
tion, too long or too short a graft, or to stenosing 
sutures. By avoiding such pitfalls, the authors suc- 
ceeded in maintaining the patency of all grafts 
Dehiscence or rupture of the grafted areas did not 
occur. 

Homografts do not survive but are fully integrated 
into the body of the host. Endothelium of the graft 
promptly disappears, and the cellulofibrinous de- 
posits which cover the raw surfaces are gradually 
replaced by proliferating endothelium of the host 
which usually forms an abnormally thick intima. 
Concurrently, an intensive inflammatory reaction 
in the adventitia produces a thick fibrous sheath. 
The cells of the muscularis degenerate, but no signs 
of regeneration can be found. On the other hand, 
elastic fibers are preserved. Re-innervation of 
grafts apparently does not take place. 

It is obvious that a graft is deprived of vasomotor 
effects and does not participate in the propulsion of 
blood. On the other hand, arterial grafts preserve 
certain properties of the arteries and in selected 
cases render great service. 

JosepH K. Narat, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Treatment of Multiple Severe Complex Injuries. 
GEoRGE J. Curry and Sypney N. LytrLe. Am. J. 
Surg., 1952, 83: 703. 

The treatment of multiple severe complex injuries 
is discussed with reference to the case history of a 
woman stunt pilot, 24 years of age, who crashed 
and who sustained and survived the following multi- 
ple injuries: 

Primary and secondary shock, severe craniocere- 
bral injury with an associated basilar skull fracture, 
closed fracture of the zygomatic arch, comminuted 
fractures of nasal bones, massive fracture with de- 
tachment of the maxilla, fracture of the condyloid 
process of the mandible, multiple fractures of the 
ribs in the left hemithorax, perforation of the lung 
with an associated tension pneumothorax, comminu- 
ted fracture of the right inferior pubic ramus, trans- 
verse fracture of the right acetabulum, bilateral 
transverse fractures through the wings of the sacrum, 
transverse fractures through the transverse proc- 
esses of the fourth and fifth lumbar vertebrae, dis- 
placed fractures of the distal coccygeal segments, 
closed fracture of the left ulna, closed semioblique 
fracture of the left femur, severely comminuted open 
fracture of the left tibia and fibula with loss of the 
distal one-third of the tibial shaft, severely com- 
minuted open fracture of the right tibia and fibula, 
severely comminuted fracture of the left os calcis, 
severe destruction of soft tissues with partial destruc- 
tion of the blood supply to both feet and ankles and 
multiple lacerations involving the chin, vulva, and 
extremities. 

This difficult problem (that of injuries should 
receive preferential treatment) is dealt with by as- 
signing injuries to one or another of three priority 
groups. 

Group I consists of injuries interfering with vital 
physiologic functions, which must be corrected early 
or death may occur (examples of these injuries are 
flail chest, tension pneumothorax, cardiac tam- 
ponade, severe bleeding); group 2 consists of in- 
juries (e.g., perforation of the hollow visceral organs) 
which do not produce death early, but whose per- 
sistence adds to the shock, and for which early treat- 
ment is demanded; group 3 consists of injuries (e.g. 
fractures, superficial peripheral soft tissue injuries) 
which contribute little to the persistence of shock if 
the affected part is adequately put to rest by splint- 
ing. 

The authors emphasize that “too much delay in 
instituting definitive management of osseous and 
soft tissue injuries is to be as severely condemned as 
undertaking a major procedure before secondary 
shock is under adequate control.” 

L. R. C. AGNEw, M.D. 
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The Blood Volume in Surgical Diseases (Blutvolu- 
men bei chirurgischen Erkrankungen). M. Scuwat- 
GER, E. von LuetticHAu, and K. ScHMEIsEr. 
Chirurg, 1952, 4: 150. 

The usual means for the determination of the cir- 
culating blood volume (red blood count, hemoglobin 
level, and hematocrit) are no longer considered 
adequate since their values may be within normal 
limits even in the presence of a more or less diminish- 
ed total blood volume. It is known that a decreased 
circulating blood volume represents a central path- 
ogenic factor in the production and maintenance of 
operative shock. 

Two methods are actually in use for the exact 
determination of the blood volume. The method 
employing Evans blue, however, has several dis- 
advantages because of the individually variable 
absorption, storage, and excretion of the dye. The 
uncontrollable combination of Evans blue with the 
plasma albumin, and the peripheral hematocrit error 
result in a 25 to 40 per cent over-estimation of the 
true values. The method based upon the use of radio- 
active phosphorus (P*) is more precise and, further- 
more, allows successive blood volume determinations 
since the speed of elimination of P®? from the ery- 
throcytes is a known constant. The principle of the 
technique consists in drawing from 15 to 20 c.c. of 
venous blood from the patient to be tested. This 
blood is maintained in constant motion for 2 hours at 
a temperature of 37.5° C. after the addition of vetren 
as an anticoagulant and of from 30 to 60 uc of P® 
asatracer. The red blood cells absorb approximately 
40 per cent of the added radioactive substance dur- 
ing this period of time. From 5 to 10 c.c. of the tracer 
blood are then injected intravenously. The total 
number of red blood cells is calculated by comparing 
the degree of dilution with the original activity of the 
injected tracer medium. The total blood volume, on 
the other hand, is determined by means of the hema- 
tocrit. Serial examinations by several authors re- 
vealed that the average blood volume of a healthy 
person corresponds to approximately 8.5 per cent of 
the body weight. 

The authors report several cases in detail and dis- 
cuss the various therapeutic problems. The ad- 
ministration of washed blood cells is indicated 
in cases of hypoxemia secondary to anemia, but in 
which the total blood volume is maintained. Shock 
which occurs in the presence of a secondary poly- 
cythemia has to be treated with perfusions of serum 
or plasma. Advanced carcinomas practically always 
produce a certain degree of anemia and oligemia 
combined with loss of weight. For this reason, one 
should consider the weight of the patient prior to his 
disease in planning the replacement therapy. Chronic 
affections such as, for example, malignancies and 
tuberculosis, or chronic infections, usually destroy 
the ability of the human body to compensate spon- 
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taneously for a low blood volume. This results in 
oligemia. These patients are in latent shock and the 
loss of an insignificant amount of blood may 
produce a severe shock. It is, therefore, important 
to bring such patients out of their latent shock by the 
preoperative administration of multiple transfusions 
of whole blood. 

Since blood volume determinations by means of 
p® are not yet routine procedures, it is the clinical 
picture which in most instances indicates a blood 
volume deficit. Normal hemoglobin, erythrocyte, 
and hematocrit values are no contraindication to pre- 
operative blood transfusions because a low blood 
volume may be secondary to a diminished plasma 
volume. 

The authors found a more or less normal blood 
volume in patients who suffered from early car- 
cinomas, peptic ulcers, or nonspecific pulmonary 
diseases. However, it was increased in the presence 
of bronchiectasis, cystic pulmonary disease, and 
renal hypertension. 

R. SCHOBINGER VON SCHOWINGEN, M.D. 


Resuscitation in Cardiorespiratory Syncope (La 
ressuscitation dans la syncope cardio-respiratoire). 
A. Souter, P. Bastin, and Y. Betzet. Lille chir., 
1952, 37: 62. 

The brain does not tolerate ischemia which lasts 
longer than 3 or 4 minutes. It follows that in order to 
avoid fatal anoxia of the central nervous system, 
cardiac arrest must be combated with the greatest 
rapidity. 

Three types of cardiorespiratory syncope may be 
distinguished: 

1. Respiratory syncope caused by asphyxia, an 
overdose of inhaled anesthetic, or spinal anesthesia. 
The heart is affected secondarily by deficient oxy- 
genation. The patient is cyanotic. 

2. Primary cardiac syncope, usually attributable 
to hyperirritability of the vagus nerve. The heart 
stops in diastole and the secondary cessation of 
respiration is caused by anoxia of the respiratory 
centers. 

3. Ventricular fibrillation, most frequently a sequel 
of thoracic interventions, especially heart surgery. 

Respiratory syncope is treated with oxygen in- 
halations and the administration of adrenalin. As 
soon as cardiac arrest is noticed, intratracheal in- 
tubation and insufflation of oxygen (which are super- 
ior to artificial respiration) should be instituted, 
tourniquets should be applied to all 4 extremities, 
and the patient should be placed in the Trendelen- 
burg position to improve oxygenation of the central 
nervous system. 

Blood transfusion into the common carotid artery 
or a retrograde intra-arterial transfusion causes loss 
of precious time and does not accomplish as much as 
cardiac massage. 

_ If the heart action did not completely cease, an 
intracardiac injection of adrenalin and novocain may 
be tried but should be replaced within 2 minutes by 
cardiac massage if no effect is noticed. 
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If a needle introduced into the left ventricle re- 
mains immobile, thus indicating complete cardiac 
arrest, adrenalin is useless and cardiac massage is 
imperative. 

Massage of the heart from below through an 
abdominal incision, with the diaphragm intact or 
incised, is not as efficient as direct massage of the 
organ exposed through the left fourth intercostal 
space. The optimal rhythm is between 30 to 40 
beats per minute. As soon as the heart has resumed 
its action, adrenalin with novocain should be 
administered. 

The addition of novocain prevents auriculoven- 
tricular fibrillation which may be provoked by 
adrenalin. If fibrillation occurs, it may be combated 
either with an electric current or by an intravenous 
injection of potassium chloride until cardiac arrest 
takes place. The effect of the potassium chloride can 
then be neutralized with calcium chloride. 

Josernu K. Narat, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Practical Experiences in the Treatment of Severe 
Burns in Mine Blasts (Praktische Erfahrungen in 
der Behandlung von schweren Koerperverbren- 
nungen bei Explosionsungluecken im Bergbau). R. 
ANDREESEN and E. KrurEGer. Chirurg, 1952, 23: 
193- 

The authors discuss the management of severe 
burns caused by explosions in mines. 

For local treatment they had excellent results from 
the insufflation of finely powdered metallic alumi- 
num on the burned surfaces. This powder forms a 
good cover on fresh as well as granulating wounds; it 
prevents seeping of the serum without causing re- 
tention of the wound secretions. In addition, the 
authors believe that aluminum is beneficial because 
of its pharmacological action, possibly by causing 
electrochemical ionization processes. Finally, it 
has a faster pain-relieving effect than any other 
form of treatment. 

The routine treatment for shock and the preven- 
tion of secondary infection included the continuous 
infusion of glucose in saline solution by the sternal 
route, antihistamines, and penicillin (400,000 units 
daily for 10 to 14 days). The fluid intake and output 
were checked carefully. A sort of exchange blood 
transfusion was carried out: according to the severity 
of the condition, smaller or larger amounts of blood 
(up to 600 c.c.) were withdrawn, and in half of the 
cases this blood-letting (in smaller amounts) was 
repeated up to five times within 48 hours. At the 
same time, smaller amounts of blood (200 to 350 
c.c.) were transfused repeatedly, up to six times 
within 48 hours. The writers warn against trans- 
fusion of larger quantities because of the danger of 
overconcentration and inspissation of the circulating 
blood. 

In addition to the intrasternal infusions of glucose 
in saline solution, a 6 per cent solution of a poly- 
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saccharide with the trade name of “dextran” was 
used. The molecules of this substance are of the 
same size as the albumin molecules. The solution 
not only has the same colloidal and osmotic pressure 
but has the same viscosity as blood and is especially 
effective in the prevention and treatment of shock. 
WERNER M. Sotmitz, M.D. 


The Treatment of Grave Surgical Infections with 
Sulfonamides and Penicillin, and Its Thera- 
peutic Results (Erfahrungen und Behandlungser- 
gebnisse mit Sulfonamiden und Penicillin bei schwe- 
ren chirurgischen Infektionen). Wi1LHELM KLOSTER- 
MEYER and HELmMutT HAFERLAND. Langenbecks Arch. 
u. Deut. Zschr. Chir., 1952, 271: 165. 


In the treatment of grave surgical infections the 
authors prefer penicillin injections given at 3 hour 
intervals to the local administration of the drug. 
In serious infections of articulations, the oral or 
parenteral administration of sulfonamides had to be 
supplemented by their local application. 

Gas edema was treated by amputation, the ad- 
ministration of gas edema serum, and local applica- 
tion of a mixture of various sulfonamides. Such 
treatment should be supplemented by penicillin 
given at 3 hour intervals. 

In many instances amputation could be avoided 
by the treatment of acute osteomyelitis with the 
oral and local application of various sulfonamides. 
Penicillin and aureomycin proved superior to the 
sulfonamides as far as the effect on staphylococci 
was concerned. The combination of penicillin and 
sulfonamides is often desirable. 

The authors obtained gratifying results from the 
treatment of purulent peritonitis by the local appli- 
cation of sulfonamides without the use of penicillin. 
Drainage of the space of Douglas was frequently 
employed. Josepu K. Narat, M.D. 


Chemotherapy for Staphylococcus Aureus in 
Burns. E. J. L. Lowpury, ELIzABETH TOPLEY, and 
A. M. Hoop. Lancet, Lond., 1952, 262: 1036. 


The authors describe the action of the local appli- 
cation of penicillin, dibromopropamidine, and aureo- 
mycin on the colonization of burns by Staphylo- 
coccus aureus. Evidence for the bacteriologic value 
of different chemotherapeutic agents was, in the 
main, derived from controlled trials in which pa- 
tients (on admission to the Burns Unit) were allo- 
cated to one or another of the treatment groups. 
General or local treatment with aureomycin was 
shown to have bacteriologic value. The emergence 
of aureomycin-resistant strains during oral chemo- 
therapy was examined with the aid of bacteriophage 
typing of a wide range of staphylococci from burns. 

Data for this investigation were provided by 
patients treated in the Burns Unit of the Birming- 
ham Accident Hospital during the period between 
November, 1948 and January, 1952. The treatment 
of these burns, including dressings of inpatients in 
an air-conditioned room by a strict no-touch tech- 
nique, was in most respects identical with that de- 


scribed by Colebrook and his colleagues (Colebrook 
et al., 1948; Colebrook, 1950). Sampling and cul- 
ture methods, bacteriophage typing, and assay of 
antibiotics in exudates are described. 

The local application of penicillin, 400 to 1,000 
units per gram, was of limited value in controlling 
the colonization of burns by penicillin-sensitive 
Staphylococcus aureus. Penicillin-resistant strains 
were predominant among inpatients. Local peni- 
cillin, however, is recommended as the routine loca] 
application to burns because of its value in prevent- 
ing colonization by Streptococcus pyogenes. 

Local dibromopropamidine isothiocyanate, 0.15 
gm. per 100 gm., did not appear more effective than 
penicillin on controlling staphylococcal colonization 
of burns. The clinical disadvantages of applying 
this agent as a matter of routine are described. 

The value of aureomycin, 0.25 gm. at 6-hour in- 
tervals for 5 or 6 days from the time of admission, 
was tested in a controlled trial on 86 patients 
Thirty-six out of 70 (51%) burns of aureomycin- 
treated patients yielded Staphylococcus aureus at 
some dressing after the third day, in contrast to 65 
out of 81 (80%) burns of control patients. This 
effect was apparently confined to the aureomycin- 
sensitive strains of Staphylococcus aureus. 

Aureomycin, 1 to 2 gm. a day, was given to 26 
patients because of either clinical infection or 
streptococcal colonization. If the Staphylococcus 
aureus was sensitive by the ditch-plate test, there 
was often a considerable reduction in numbers and 
sometimes complete elimination of the organism. 

Aureomycin, 1 to 2 gm. a day by mouth, appeared 
in burn exudate in concentrations varying often 
from o.5 to 5.0 mgm. per milliliter. Oral aureomycin 
was of no value in eliminating Staphylococcus 
aureus from the noses of patients in a burns ward. 
Aureomycin-resistant Staphylococcus aureus ap- 
peared in the noses of 8 out of 23 aureomycin- 
treated patients and in 4 out of 22 control patients. 

A study is in progress on the local application of 
aureomycin cream. With its use, a significant re- 
duction has been shown in the incidence of aureo- 
mycin-sensitive Staphylococcus aureus in burns. 

Joun H. Mouwarot, M.D. 


Myanesin in the Treatment of Tetanus. C. G. 
ALDERMAN. Clin. Rep. Adelaide Children’s Hosp., 
1951, 2: 107. 

Myanesin is the trade name for a 10 per cent solu- 
tion of beta-dihydroxy-gamma-(2-methylphenoxy)- 
propane for intravenous injection. It was first used 
as an adjunct to light anesthesia when abdominal 
relaxation was required, because it was found that 
the abdominal muscles could be paralyzed without 
affecting the respiratory muscles. Eight patients 
with tetanus were treated with myanesin at the 
Adelaide Children’s Hospital, in England. Four of 
these patients died, a mortality rate of 50 per cent. 
Two of the 4 children that recovered had mild in- 
fections and would almost certainly have survived 
with the aid of sedatives alone. The remaining 2 
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survivals showed a very severe form of the disease. 
In one patient myanesin did not reduce spasms and 
the child died of exhaustion 24 hours later during a 
severe spasm. In another patient, inadequate 
myanesin was given. The other 2 patients died with- 
out reasonable explanation. 

On admission, paraldehyde is given intramuscular- 
ly, or thiopentone sodium is given intravenously. 
An intravenous infusion of myanesin is then started. 
One gram of myanesin is mixed with 50 c.c. of a 5 per 
cent solution of glucose and water. The amount 
given is determined by the effect obtained, the aim 
being to relax the musculature and minimize the 
spasms. The dose necessary for this effect averaged 
about 1 gm. in the first 30 minutes and approximate- 
ly 1 gm. per hour thereafter. Antitetanus serum and 
penicillin are given in large doses. The child is not 
rendered unconscious by myanesin and very careful 
supervision is required. The criterion taken as a 
guide to the therapy is the presence or absence of 
any signs of impending spasms, and the relaxation 
of the muscles. It may be necessary to give 34 gm. 
in a 24 hour period and this may last as long as 10 
days. Usually no additional sedation is required. 
It was found that the drug could seriously depress 
the respiratory center and that in the large dosage 
required to control the spasm there was very little 
margin of safety between relief of symptoms and 
dangerous depression of breathing. 

The case histories of 8 patients are given. The 
author concludes that this drug, when administered 
under constant supervision intravenously, obviates 
the necessity for other sedatives and constitutes a 
definite advance in the treatment of tetanus. 

Curtis Artz, M.D. 


Therapy of Tetanus, with a Contribution to the 
Treatment with Depot Curarine (Zur Therapie 
des Tetanus mit einem Beitrag zur Behandlung mit 
Depot-Curarin). F. Stem. Chirurg, 1952, 23: 199. 


Treatment of tetanus with antitoxin only is un- 
satisfactory in many cases because the antitoxin 
neutralizes only freely circulating toxin but is ineffec- 
tive against toxin that has penetrated into nerve 
tissue. Especially cases with a short incubation 
time are little, if at all, improved by antitoxin ther- 
apy. The therapeutic problem, as yet unsolved, is 
to find a way to liberate the toxin from its close 
attachment to the central nervous system. 

The author reports on a case of severe tetanus in 
which treatment with a new preparation of curarin 
was successful. This compound is called “depot 
curarine HAF” andcontains 200 units per cubic centi- 
meter. The dosage used was 1.5 c.c. daily. Re- 
peated high intravenous doses of antitoxin and peni- 
cillin had been unsuccessful, and the patient was in a 
desperate condition when depot curarine was applied. 
The success was spectacular. Two days after the 
beginning of the curarine treatment sedatives were 
no longer needed and the patient recovered. 

The pharmacological action of curarine on the 
myoneural junction is discussed briefly. In view of 
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the spectacular effect in this case the author raises 
the interesting question whether this special curarin 
preparation may contain a substance which not only 
acts symptomatically against the spasms and con- 
vulsions but also causally in neutralizing the toxin 
that had been anchored in the nerve tissue. 
WERNER M. Sotmitz, M.D. 


Klebsiella Pneumoniae Tenosynovitis Requiring 
Amputation. JoHNn H. Monarpt and RuDOLPH 
G. Mrazex, Jr. Q. Bull. Northwest. Univ. M. 
School, 1952, 26: 147. 

This case report describes a patient with Klebsiella 
pneumoniae tenosynovitis and forearm space infec- 
tion which required midarm amputation as a life 
saving measure. 

Since the report by Friedlander, in 1882, of a 
gram-negative bacillus which he believed was the 
cause of lobar pneumonia, Klebsiella pneumoniae 
has been regarded primarily as a pulmonary patho- 
gen. However, in a review of 198 infections, Baehr, 
Schwartzman, and Greenspan reported, in 1937, 
that 31 per cent were gastrointestinal, 25 per cent 
were genitourinary, 23 per cent biliary or hepatic, 
and only 12.5 per cent were pulmonary infections. 

Klebsiella infections are not rare. Although 
Pulaski, Meleney, and Spaeth encountered only one 
in 200 street accident wounds, Schwartz and Rhode 
found an incidence of 6.8 per cent in 189 gunshot 
wounds. At Hines Veterans Administration Hospi- 
tal, 55 cases were encountered in a recent 18 month 
period. 

Meleney states that Klebsiella pneumoniae is a 
normal inhabitant of the upper respiratory tract and 
the intestinal canal of man, and is mainly parasitic. 
The exudate is slimy, gelatinous, glutinous, mucoid, 
and thick. The bacilli are classified as Types 1 
through 14, the specific type depending upon a cap- 
sular factor. 

Modern treatment is based upon the sensitivity 
of the organism to streptomycin, chloramphenicol, 
and aureomycin. Earlier treatments with antiserum, 
sulfapyridine, sulfadiazine, and penicillin were found 
to be ineffectual. The organism encountered in the 
present case was found to be sensitive to 30 micro- 
grams of streptomycin per millimeter in vitro, but 
treatment was ineffective. Kirby reported that the 
possession of a capsule was associated with dimin- 
ished effectiveness of the antibiotic. It is possible 
that the capsule plus the copious slimy exudate pre- 
vent adequate concentrations of antibiotics at the 
site of infections. 

When advanced, this infection in an extremity 
presents a striking appearance. There is swelling, 
edema, necrotic skin, muscle and tendon, overlaid 
with a copious mucoid exudate which is difficult to 
clean from the underlying tissues. Diabetes is often 
associated. The onset is sudden with severe toxicity 
and progression to suppuration. The mortality in 
extrapulmonary Klebsiella infections ranges from 17 
to 30 per cent; it is 75 per cent if associated with 
bacteriemia, and go per cent if meningitis supervenes. 
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A case of Klebsiella pneumoniae tenosynovitis 
with extension into the major forearm spaces is 
reported. The extreme toxicity, the copious, viscid, 
mucoid exudate, and failure of control with penicillin 
and streptomycin, despite wide drainage, are note- 
worthy. Midarm amputation was required as a life- 
saving measure and was followed by an uneventful 
convalescence. Joun H. Monaront, M.D. 


ANESTHESIA 


Intravenous Anesthesia—New Concepts. Experi- 
mental Aspects. BERNARD B. BRODIE, J. J. BuRNS, 
Puitip A. Lier, and E. M. Papper. Current. Res. 
Anesth., 1952, 31: 145. 


The authors state that if a patient is maintained 
under prolonged anesthesia with successive injections 
of thiopental, it no longer behaves as an ultrashort- 
acting drug. The development of a specific method 
for estimation of thiopental has permitted a syste- 
matic study of this rather unusual characteristic of 
action. 

Ultrashort action of thiopental following a small 
dose of the drug is explained, not by its rapid 
metabolism but by its rapid localization in fat. After 
large doses, however, the resulting equilibrium plas- 
ma level is above the anesthetic level and is main- 
tained at that point by the reservoir of drug in the 
fat. Because of the slow metabolism of thiopental, 
anesthesia continues for a considerable period of 
time. 

Distribution of pentobarbital also was studied. 
Pentobarbital is limited in duration only by its slow 
metabolic transformation. 

Studies on the chemical fate of thiopental and 
pentobarbital in man indicate that the primary 
metabolic transformation involves a change in the 
side chain. Mary FRANCES PoE, M.D. 


Intravenous Anesthesia—New Concepts. Clinical 
Aspects. Puitir A. Lier, J. J. Burns, BERNARD B. 
Bropig, and E. M. Papper. Current. Res. Anesth., 
1952, 31: 147. 

The pharmacologic effects of the intravenous use 
of thiopental appear to depend upon the plasma 
level at which equilibrium is established between 
fat and the rest of the body. After a small dose, this 
plasma level becomes subhypnotic rapidly so that 
the drug appears to be ultrashort-acting. After a 
large dose, the equilibrium level is above hypnotic 
level and is maintained there for prolonged periods 
by a large thiopental reservoir in body fat. Studies 
on the physiologic disposition of evipal, kemithal, 
and surital in man revealed that all ultrashort- 
acting barbiturates are stable in man. 

Barbiturates should be considered as basal hyp- 
notic agents in clinical anesthesia rather than anes- 
thetic agents. The safest and most efficient use of 
intravenously administered barbiturates is in the 
form of intravenous supplementation for other 
anesthetic agents and other forms of anesthesia. 

Mary Frances Pog, M.D. 





Hyperpyrexia Pallida and Its Prevention. H, P. 
PicKERILL. Austral. N. Zealand J. Surg., 1952, 21: 
261. 

The syndrome of hyperpyrexia pallida was de- 
scribed by Ombredanne in 1922. The syndrome js 
observed following operation in children aged from 
a few days to 18 months. The characteristic features 
are pale skin, high temperature, shallow and rapid 
respirations. The skin is dry without evidence of 
sweating. Coma occurs as the temperature rises, 
and death usually occurs 12 to 24 hours postopera- 
tively, apparently from myocardial failure and syn- 
cope. The incidence in two large clinics (Veau in 
Paris, and Ulrich in Denmark) was reported as from 
1.2 per cent to 2.6 per cent. 

Pathologic features of importance are located only 
in the brain. Cerebral edema, punctate hemorrhage, 
cerebral and choroid plexuses, congestion, and dila- 
tion of the ventricles are usually present. Etiologic 
features which have been mentioned are hyper- 
pyrexia, anoxia, neurogenic shock, psychic shock, 
and acidosis due to the accumulation of lactic acid. 

The author adopted the following methods to 
prevent hyperpyrexia pallida: (1) infants are nursed 
entirely by their own mothers to prevent psychic 
shock; (2) anoxia is prevented by bubbling oxygen 
continuously through the ether; (3) dehydration 
and lack of glucose are prevented by the rectal ad- 
ministration of glucose saline; (4) gentle operations 
with strict hemostasis have eliminated neurogenic 
and hemorrhagic shock. By following these princi- 
ples there has been no instance of hyperpyrexia 
pallida in the last 2,000 operations on children of 
susceptible age. Jerry A. Strrman, M.D. 


On the Possibility of Artificial Infection with Pneu- 
monia Organisms by Endotracheal Anesthesia 
(Ueber die Moeglichkeit der Artifiziellen Infektion 
mit Pneumonieerregern bei der intratrachealen Nar- 
kose). L. ZuERN and I. ScHNAFNITZL. Langenbecks 
Arch. u. Deut. Zschr. Chir., 1952, 271: 540. 


Fourteen cases of postoperative pneumonia due to 
bacteria of the Klebsiella group were observed in a 
5-month period in the Thoracic Surgery Clinic of 
Muenchen University. All of the patients had been 
subjected to intrathoracic operations under endo- 
tracheal anesthesia. 

Throat cultures of 209 of the patients in the tho- 
racic division yielded only 5 who were positive for 
the Friedlaender bacillus. Similar investigation of 
the medical, nursing, and other personnel having 
contact with the patients revealed a 50 per cent 
higher incidence of positive cultures for this type of 
organism than was found in the patients. Further 
investigation showed that a high percentage of the 
patients who developed infection due to the Kleb- 
siella had been in the hands of anesthetists who were 
shown to be carriers of this organism. Cultures of 
the hands of these carriers were positive for the same 
bacteria found in the throat. 

Disinfection of the anesthesia apparatus and ac 
cessories proved to be adequate. After such steriliza- 
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tion, however, the apparatus was handled freely by 
the bare hands of the anesthetist, as well as the lu- 
bricating tubes, and no further sterilization was done 
in preparing the material for use on the patient. 
Likewise, the postoperative use of suction catheters 
bv carriers among the house personnel constitutes a 
likely source of the infection, as well as the threat of 
spread by droplets from the nose and throats of such 
carriers. 

It is recommended that the anesthetist wear a 
protecting mask over his mouth and nose, and pre- 
pare his hands in the same fashion as the operator 
for each endotracheal intubation. 

All anesthetists and those concerned with the pre- 
operative and postoperative care of the patients 
should have a culture of their nose and throat for 
pathogenic organisms each month. 

Endotracheal tubes and suction catheters must be 
carefully sterilized and maintained in a sterile condi- 
tion. Personnel who handle these must be careful to 
prepare their hands, and to observe sterile precau- 
tions while using them. Within practical limits, the 
same should apply to laryngoscopes. 

In order to reduce the chance of introducing bac- 
teria from the mouth and throat into the trachea, the 
use by the patient of an antiseptic gargle is advo- 
cated for 2 days prior to operation. 

Joun J. Murpuy, M.D. 


Experiences with Curare in Abdominal Surgery 
(Erfahrungen mit Curare in der Bauchchirurgie). 
ANDERS LipstrOmM and Sten Otro LILJEDAHL. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1952, 271: 87. 


The authors report their own observations and re- 
view the literature with special reference to the use of 
curare in abdominal surgery. This drug has been 
employed with increased frequency since 1946 in the 
surgical services of the Karolinska Sjukhus in Stock- 
holm. They mention the various pharmacodynamic 
properties of curare and discuss the comparative 
value of its combination with other anesthetic agents. 
The material is taken from the years 1949 to 1950 
and consists of 692 cases. 

Clinical doses of curare do not have any effect 
upon the central nervous system. The drug, how- 
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ever, is able to liberate histamine which may produce 
bronchial spasm, hypotonic phenomena, and exan- 
thema. Prostigmin counteracts only the muscular 
relaxation, but is of no value in the treatment of the 
complications due to histamine. 

The anesthesia with the combination of curare and 
ether for the introduction of the anesthesia has the 
advantage of being easily controlled, relatively in- 
offensive, and followed by only a small number of 
complications. If administered together with ether, 
curare should be given in small doses, since it in- 
creases the potency of the volatile agent. The au- 
thors found that the administration of curare toward 
the end of the anesthetic period tends to augment 
the frequency of postoperative complications. 

The combination of ether and curare results, as 
compared to the combined use of narkotal, curare, 
and nitrous oxide, in a more regular and satisfactory 
anesthesia. During operation no respiratory, and 
only 3 per cent of circulatory, complications were ob- 
served with ether while there were 1.3 per cent of 
respiratory and 8.1 per cent of circulatory difficulties 
with narkotal, curare, and nitrous oxide. The un- 
favorable postoperative conditions after curare-ether 
anesthesia ranged from 2.7 per cent (circulatory) to 
3-9 per cent (respiratory) as opposed to 6.3 per cent 
(circulatory) and 7.9 per cent (respiratory) after the 
use of the combination of narkotal, curare, and ni- 
trous oxide. The fact that anesthetic procedures 
which include ether in the combination are better 
tolerated most probably is due to the smaller amount 
of narkotal which is required for a satisfactory anes- 
thesia. Among the postoperative deaths there were 
4 patients who had been submitted to anesthesia 
with narkotal, curare, and nitrous oxide. The pa- 
tients died in the period ranging from the third to 
the fourteenth postoperative day and were all found 
to have a rather severe degree of liver damage. It 
must be admitted that the anesthesia itself was the 
primary cause of these fatal lesions. 

The pharmacodynamic properties of curare as 
well as the authors’ experience refute the frequently 
encountered tendency to consider this drug responsi- 
ble for postoperative intestinal atony. 

R. SCHOBINGER VON SCHOWINGEN, M.D. 








ROENTGENOLOGY 


Indications and Efficiency of Tomographic Roent- 
genography (Ueber Indikation und Leistung des 
Roentgenschichtverfahrens). F. E. Streve. Deut. 
med. Wschr., 1952, 77: 129. 


Tomography, also called planigraphy, stratigra- 
phy, or laminography, is based on movements of the 
x-ray table and the film, one against the other, 
around a certain rotation point between them. This 
method allows an isolated visualization of certain 
layers of the body. The method should be considered 
only as a supplement to the routine x-ray examina- 
tion. It allows a two or three dimensional visualiza- 
tion of the chest organs and is especially valuable for 
the study of tuberculosis, abscesses, or tumors of the 
lungs, certain cardiac lesions, mediastinal tumors, 
and pathologic conditions of the trachea and the 
bronchi. In selected cases tomography of the bones 
and abdominal organs may furnish valuable informa- 
tion. 

The relationship between pulmonary cavities, the 
chest wall, and the mediastinum may be clarified by 
tomography. The clinical course of a disease condi- 
tion may be followed, but productive and exudative 
foci cannot be differentiated. The method renders 
great service in the evaluation of pneumothorax. 
The extent of pulmonary abscesses can be deter- 
mined, perforation into the pleural cavity can be dis- 
closed, and an abscess can be distinguished from 
empyema with a bronchial fistula. If a tumor of the 
lungs is suspected, tomographic study should pre- 
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Fig. 1 (Gershon-Cohen, Ingleby). The carcinoma in both film A and section B shows 
increased density, tentacled margins, and fuzziness of tumor bed with increased vascu- 


cede bronchoscopy. Operability of the tumor can be 
determined in this manner. Calcium deposits in the 
mitral valves, myocardial adhesions, and changes in 
the nasal sinuses or the sternum can be visualized by 
tomography better than by any other method. — 
Josern K. Narat, M.D. 


Roentgenography of Cancer of the Breast. J. 
GERSHON-COHEN and HELEN INGLEBy. Am. J. 
Roentg., 1952, 68: 1. 

On the basis of a careful correlation of the findings 
on roentgenographic examinations of the breast, and 
the gross and histologic findings in the resected speci- 
mens, the authors feel that x-ray examination is a 
valuable method to add to the clinical and patholog- 
ical methods of diagnosing carcinoma of the breast. 

The routine examination advised consists of a 
lateral film of the breast with the patient recumbent, 
and a tangential film taken with the patient erect 
and the film under the breast. A lead shot affixed to 
the skin over the area to be investigated is helpful. 

A classification which will hold for roentgenog- 
raphy and pathology as well as clinically is presented, 
but anomalies, inflammations, and tumors not pe- 
culiar to the breast are omitted. 

The criteria for diagnosis of carcinoma in the 
roentgenogram are as follows: (1) radiopacity (of 
tumor), (2) irregularity of margin (most important 
single sign), (3) character of tumor bed (variable, 
sometimes very ill-defined, sometimes tumor well 
outlined by fat), (4) position of nipple (retraction or 
edema with displacement outward), (5) skin changes 


larity. The trabeculae in the rest of the breast were moderately thickened. 
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(ulceration, retraction, and especially thickening), 
(6) change in parenchyma and stroma, (7) vascular 
bed pertaining to tumor and breast, and (8) change 
in contour of the mammary gland. 

Lots C. Cottins, M.D. 


Congenital and Acquired Peripheral Aneurysms of 
the Arteria Pulmonalis (Ueber kongenitale und 
erworbene periphere Aneurysmen der Arteria pul- 
monalis). H. SCHLUDERMANN. Fortsch. Roentgen- 
strahl, 1952, 76: 8. 


Aneurysms of this type are extremely rare. Ac- 
cording to Deterling, only 1 case occurs among 
13,000 autopsies. Usually the stem of the arteria 
pulmonalis is diseased, but the peripheral aneurysm 
is extremely rare (15%). Therefore, only a few 
authors have described this subject. 

The author deals exclusively with the peripheral 
forms. For only about 10 years have we been able to 
make this diagnosis during life; this represents 
progress in the difficult differential diagnosis of 
round shadows in the lung fields. The diagnosis is 
of considerable practical importance because we are 
able to cure the patient with lobectomy. 

The peripheral aneurysms of the arteria pul- 
monalis are divided into the congenital and the 
acquired types. 

Congenital peripheral aneurysm (arteriovenous 
fistula of the lung). This represents a communica- 
tion between an artery and a vein without the inter- 
position of a capillary system. The author wishes 
to emphasize the frequent combination of this con- 
dition with Osler’s disease. The case of a 44 year old 
white female in whom such a combination was pres- 
ent is reported. The history and findings were 
typical of Osler’s disease; in the right lower lung 
field the x-ray film revealed a 3 by 2 ovoid shadow 
which was sharply delineated and showed a vascular 
connection with the hilus, but no pulsations. Vascu- 
lar murmurs could be heard over this region on the 
thorax wall. A tomogram confirmed the diagnosis. 
Cyanosis, dyspnea, and clubbed fingers were not 
present in this case. This was probably due to the 
counteracting effects of both diseases. This had al- 
ready been reported by Rundles and Armentrout. 

The author advises operation as soon as possible; 
operation represents the only feasible treatment. 
The typical procedure is lobectomy. Patients not 
operated on constantly run the danger of rupture. 
Subsequently, the author briefly describes the his- 
toric development of our knowledge of the arterio- 
venous fistula. He mentions the fact that probably 
more cases of this kind would exist, but that doubt- 
less because of the difficulties involved in the diag- 
nosis, many cases are simply overlooked. Also, in 
past literature, many cases of this kind have been 
described, but with different diagnoses. 

Acquired peripheral aneurysms are of extreme 
rarity. They may be caused by mycotic diseases 
(endocarditis ulcerosa), syphilis, and more often by 
theumatic toxic changes of the vessels. The author 
Teports 2 cases. The symptomatology is hardly 


characteristic. Usually the manifestations of the 
primary disease dominate the aspects of the disease, 
and neither clinical nor roentgenological diagnosis 
is possible. Due to the severity of the primary dis- 
ease, the case is usually inoperable. 

EricuH STRASSER, M.D. 


The Roentgen-Ray Findings in Arteritis Pulmo- 
nalis and Its Sequences (Die Roentgensympto- 
matologie der Arteritis pulmonalis und ihrer Folge- 
zustaende). H. St. STENDER. Fortsch. Roentgen- 
strahl., 1952, 76: 316. 


Under the concept of primary and secondary 
pulmonary sclerosis, various diseases of the pul- 
monary artery are included. The primary pul- 
monary sclerosis is caused by processes of the small 
arteries. The secondary form appears in the larger 
vessels, particularly in mutations which cause an 
elevation of the blood pressure in the pulmonic 
circulation. 

The condition is known by the following: sclerosis 
of the lung artery (Romberg), arteriopathia pul- 
monalis (Bredt), endarteritis pulmonalis (Arrilaga, 
Hora, and Kreibig), thromboarteritis pulmonalis 
(Wiese and Honig), endarteritis productiva (Hein- 
kele), and arteriologenous (Antenucci und Hohen- 
ner) inflamed (Wuhrmann and Kalt) pulmonary 
sclerosis. 

Roessle, Gruber, Meesen, and Lapp believe the 
inflamed arteritis to be the acute stage of the 
primary pulmonary sclerosis. 

To illustrate the symptoms and the course of the 
arteritis pulmonalis, 4 cases are presented. On the 
basis of their pathological investigations and the 
published cases of the literature, the author feels 
justified in dividing the course of the arteritis pul- 
monalis into various stages. 

Stage 1 is marked by acute inflammatory changes. 
The roentgen image shows scattered small blotchy 
shadows due to localized vascular processes and, in 
case of predominant paravascular infiltrations, soft 
plane shadows originating from the hilus. In the 
second or subacute phase a gross networklike design 
with irregular blotches is visible. The clinical pic- 
ture of the first two stages is noncharacteristic: 
fever, evidence of bronchitis, and asthma. In these 
stages, death may result from decomposition, rup- 
ture of an aneurysm, or other complications. The 
third or latent period shows no characteristic pul- 
monary changes. The symptoms of cardiac adapta- 
tion emerge more clearly. The fourth stage is char- 
acterized by the chronic cor pulmonale which ex- 
presses the pulmonary hypertension due to the 
vascular obstruction. 

The clinical picture of the advanced stage of the 
primary pulmonary sclerosis, as the last form of the 
arteritis pulmonalis, is characterized by pulmonary 
dyspragia which represents a strong cyanosis with 
relatively slight dyspnea, congestion of the liver, and, 
finally, ascites and marked edema. Death results 
from an insufficiency of the right ventricle which 
may be accelerated by an increase of the inflamma- 
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tion. The disease has a duration of, at most, 20 
years; usually it runs a shorter course. 

The differentiation of stage 4 from stage 2 is fre- 
quently difficult and sometimes even impossible. 
The secondary stage is generally found in older 
patients as evidence of lung processes which may 
have influenced the pulmonary circulation. 

In consideration of the dilatation of the pul- 
monary artery, one must remain aware of the fact 
that congenital heart disease and aneurysm may 
produce the same picture. Ericu Srrasser, M.D. 


Primary Tumors of the Lung and Atelectasis from 
the Roentgenological Point of View. (Tumori 
primitivi del polmone e atelettasia nel loro aspetto 
radiologico.) CARMELO Scarinci. Radiol. med., 
Milano, 1951, 37: 461. 

Roentgenological examination, correctly inter- 
preted, constitutes the surest means of determining 
the clinical diagnosis of primary tumors of the lung. 

The principal methods of determining the fre- 
quency of bronchial carcinoma are bronchoscopy and 
bronchography. 

Bronchography, with the use of an aqueous radio- 
paque substance, constitutes an indispensable com- 
plement to roentgenological examination. 

The author’s long experience with bronchography 
leads him to disagree with the contentions of those 
who consider that exploratory puncture of the lung is 
the simplest means of investigation in these cases. 
He is of the opinion that patients are less disturbed by 
bronchoscopy. He considers bronchoscopy the best 
possible means of reaching a relatively early diagno- 
sis before unfavorable signs appear. It is the most 
valuable diagnostic aid in detecting organizing neo- 
plasms in an explorable bronchus or in its immedi- 
ate vicinity. 

Clinical diagnosis is made more difficult by the 
extreme polymorphism of primary carcinoma of the 
lungs, which can simulate many different pathologi- 
cal conditions, such as pleuropulmonary tuberculosis 
with gangrene or with pulmonary abscess, the syn- 
drome of bronchial stenosis with pleuropulmonary 
sclerosis, pulmonary congestion with chronic bron- 
chorrhea, and syphilitic gumma of the lung. Since 
there are few specific data obtainable in broncho- 
genic carcinoma, early diagnosis is impossible with- 
out a complete roentgenological examination. 

Roentgenoscopy or roentgenography, either alone, 
is inadequate in determining the permeability of the 
bronchus. Examination of the bronchial passage 
with a radiopaque substance must be combined with 
these methods to assure a certain diagnosis of the 
condition of the bronchus. 

Roentgenological examination is carried out in 
several stages, commencing with roentgenoscopy fol- 
lowed by roentgenography and exploration of the 
bronchial passage. In a patient suspected clinically 
of harboring a pulmonary tumor, roentgenoscopy 
offers certain important information as to diagnosis. 
It permits one to determine with precision the ex- 
tent of the opacity. One can distinguish two parts, 
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in an apparently massive shadow, tumor and adeno- 
pathy, and evidence of an eventual compression of a 
bronchus is given. Accurate study of a pulmonary 
roentgenogram permits one to distinguish the true 
tumor from contingent lesions. 

Seventy-five per cent of the cases of tumor of 
bronchial origin show two signs of indisputable value 
for a certain diagnosis, namely, bronchostenosis and 
subsequent atelectasis. 

Bronchogenic carcinoma is the chief affection pro- 
ducing atelectasis from bronchial stenosis. It pro- 
duces an obstructive stenosis of the bronchus which 
causes loss of aeration and secondary resorption of 
endoalveolar air (intrinsic or intramural atelecta- 
sis), Extrinsic or extramural atelectasis is caused by 
juxtabronchial cancer which compresses the bron- 
chus and restricts its lumen. 

Atelectasis is total when the compression involves 
a main bronchus, and partial or lobar when the com- 
pression involves a lobar bronchus. 

The physiopathology of atelectasis of bronchial 
compression, intrinsic or extrinsic, is not very diffi- 
cult to interpret. Bronchial stenosis suppresses the 
air current, the alveoli become flabby, the pul- 
monary artery and veins remain unharmed, and the 
perialveolar vascular circulation is not embarrassed. 

Endobronchial carcinoma is the chief cause of 
chronic atelectasis due to intrinsic bronchial steno- 
sis. The roentgenological signs in the early stage 
show a diffuse and homogeneous opacity with zonal 
topography. Later, with lobar extension, the 
opacity spreads to the region of the bronchial rami- 
fications or the occluded bronchus with elevation of 
the diaphragm, rectilinear deviation of the trachea, 
attraction of the mediastinum to the pulmonary 
atelectasis, varying degrees of emphysema of the 
healthy area of the lung, and retraction of the inter- 
costal spaces with accentuated obliquity of the ribs. 
In total atelectasis there is complete opacity of the 
side of the chest involved. 

Roentgenologically, one observes the pendular 
movement of the mediastinum, during which the 
mediastinal shadow moves toward the atelectatic 
side during inspiration, and the paradoxical move- 
ment of the diaphragm which consists of a partial 
or total elevation of half of the diaphragm during 
inspiration. 

The endobronchial site of the neoplasm explains 
why atelectasis appears before the other signs of 
mediastinal compression. In epithelioma of bron- 
chial or peribronchial origin, the roentgenological 
picture shows that atelectasis precedes the direct 
visibility of the tumor and sometimes the tumor 
mass is interpreted as being more extensive than it 
really is. 

The degree of stenosis, its form (complete or in- 
complete), and its duration can be determined by 
the varying degrees of disturbance of the pulmonary 
ventilation. It is possible to establish the coexistence 
of bronchogenic carcinoma, atelectasis, and em- 
physema in the roentgenological picture. Broncho- 
stenosis may give rise to bronchiectatic emphysema. 
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Endobronchial injection of an opaque substance 
constitutes the most important phase of roentgen- 
ological diagnosis of primary tumors of the lung. It 
establishes the proof of bronchial stenosis which is 
the most important point in the diagnosis of primary 
carcinoma of the lung. 

BLACKWELL Markuam, M.D. 


The Motion of the Lung Vessels in Kymography of 
the Heart (Zur Frage der Bewegung der Lungenge- 
faesse im Herzkymogramm). R. Hausricn. Fortsch. 
Roentgenstrahl., 1952, 76: 1. 


Many investigations concerning the motion of the 
lung vessels have been performed (Gross and Neu- 
dert, Thurn, Thurnher, and Weissel, Zdansky, 
Haubrich and Thurn) in recent times, and the results 
have been controversial. The author attempts to 
reduce the confusion regarding this subject. 

The pulse motion of the lung vessels is usually 
caused by simultaneous arterial pulsation. It depends 
upon (1) the amplitude and the cardiac acceleration, 
as well as (2) the pulmonary elasticity, and (3) the 
condition of the pulmonary vessels. 

In the healthy person the motion of the lung ves- 
sels is greatest on the left side of the aorta and in the 
vicinity of the caudal margins of the heart. Usually 
there is no motion visible halfway toward the lateral 
thoracic wall. According to Gross and Neudert, only 
the arteries show pulsation. This does not seem 
very probable to the author. The veins are less 
visible only because of their smaller size. Lack of 
evidence of their motion is therefore no proof that 
they do not move. 

Heart diseases which reduce the heart movements, 
such as diseases of the myocardium and serous peri- 
carditis, also reduce the pulsation. On the other 
hand, the pulsation is increased by heart diseases 
which cause an increase of the amplitude of the mar- 
gins of the heart, such as aortic diseases and thyro- 
toxicosis. A similar increased movement occurs also 
in congenital heart diseases with strong pulsations 
of the pulmonary artery. 

Decrease in the elasticity of the lung tissue caused 
by emphysema or indurative tissue changes increases 
the pulsation of the lung vessels. The only condi- 
tion is that the lung is not fixed to the thoracic walls 
through pleural changes. This is well shown in cases 
of silicosis in which there is a decrease in the elas- 
ticity of the lung tissue combined with pleural 
changes. On the other hand, pleural callosity, in- 
filtrations, and pulmonary relaxation lead to a 
diminution of pulsation. 

Gross and Neudert emphasize that the pulsation 
of the arteries is greater if the elasticity is de- 
creased, as in mitral failures because of interstitial 
transudation. As far as mitral failures are con- 
cerned, the author could not confirm these findings 
completely because in his material the pulsation 
was significantly decreased in about 30 per cent. 

lhe majority of the investigators agree that there 
are no true distentions of the lung vessels in a 
healthy person. 


Gross and Neudert described distentions in cases 
of mitral stenosis, but Thurnher and Weissel did not 
observe them. The probability that other heart 
failures show distentions is small. 

Ericu Strasser, M.D. 


Rare Aneurysms of the Aorta (Ueber seltene Aneurys- 
mata der Aorta). H. J. Joun. Fortsch. Roentgen- 
strahl., 1952, 76: 343. 


The author describes 2 specific cases of aneurysm 
of the aorta from the files of the Medizinischen Uni- 
versitats Klinik at Greifswald. The first was of in- 
terest because of its rarity, and the second because 
of its differential diagnostic importance. 

The first case was that of a 12-year-old boy whose 
roentgenological chest examinations revealed an en- 
largement of the heart and a decrease of the retro- 
cardiac space, a significant prominence of the lung 
markings, and, in the region of the aorta, an egglike 
homogeneous density with well delineated border 
lines, which did not register movements. The differ- 
ential diagnosis included aneurysm of the aorta, 
enlargement of the bronchial nodes, and leucemic 
infiltration (23,000 leucocytes). Nephritis was also 
present, which after an interim of 8 days resulted in 
the patient’s death. The autopsy revealed a large 
aneurysm of the aorta with thrombosis along its 
walls, for which reason no movements were ob- 
served. The aneurysm was caused by embolic 
mycosis. 

To the author’s knowledge the literature contains 
no previous articles dealing with this particular 
subject. 

The second case was that of a 68-year-old man 
who was first seen in the clinic in July, 1946. The 
gastrointestinal examination revealed a normally 
situated stomach with an impression upon the lesser 
curvature of the antrum, arrested peristalsis in the 
distal third of the stomach, as well as flattening of 
the superior part of the duodenum which was dislo- 
cated slightly upward. The differential diagnosis 
was aneurysm of the abdominal aorta, retroperi- 
toneal tumor, or enlargement of the pancreas. 

Not until 15 months later did the patient deter- 
mine to enter the clinic. A roentgenological exami- 
nation revealed a prevertebral soft tissue tumor in 
the middle and lower abdomen with an upward dis- 
location of the duodenum. There was no destruction 
of the vertebral bodies as described by Brailsford, 
Weingrow, and Bray. The tumor showed extensive 
pulsations in all directions. 

The history and clinical findings revealed syphi- 
litic infection 45 years previously, and noncharac- 
teristic abdominal complaints for 40 years. The 
serological examination was negative; the clinical 
and x-ray examinations revealed an aneurysm of the 
abdominal aorta of the size of a child’s head. 

The patient refused to submit to surgery. He 
died 6 days later from spontaneous rupture of the 
aneurysm. 

Lipschutz and Chodoff have collected 429 cases of 
aneurysm of the abdominal aorta. The diagnosis 
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had been made only by surgery or autopsy in every 
case. Ericu STRASsER, M.D. 


X-ray Findings after Abdominothoracicand Trans- 
thoracic Operations on the Stomach and Esoph- 
agus (Roentgenbefunde nach abdomino-thoracalen 
und transthoracalen Operationen am Magen und 
Oesophagus). MARTIN MEIER-SIEM. Acta gastro- 
enter. belg., 1952, 15: 127. 

The author, of the Radiology Department of the 
University Hospital at Hamburg-Eppendorf, Ger- 
many, describes briefly the techniques of typical ab- 
dominothoracic and transthoracic operations on the 
stomach and esophagus and emphasizes the im- 
portance of close follow-up roentgenograms after the 
operation. The article covers three groups of opera- 
tions: total stomach resection with esophagojejun- 
ostomy, resection of the cardia with esophago- 
gastrostomy, and resection of the esophagus with 
esophagogastrostomy. 
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The first roentgenograms should be taken during 
the first postoperative days without barium ingestion 
to rule out the following conditions: pleural effy- 
sions, pneumothorax, atelectasis of the lower lobe 
diaphragmatic adhesions of the pleura, and insuffi. 
ciency of the diaphragmatic sutures with herniation 
of colon loops into the thoracic cavity. 

The function of the anastomosis can be visualized 
only after the ingestion of contrast material. This 
should be done after a period of 3 to 4 weeks from 
the time of operation. The films may show stenoses, 
spasms, atony, adhesions, or narrowing of the gap 
in the diaphragm. 

The author’s studies showed that total gastrec- 
tomy is preferable to resection of the cardia. After 
resection of the cardia stenoses and disturbances of 
motility occurred frequently. 

The just described conditions were never observed 
after total gastrectomy was performed. 

WERNER M. Sotmitz, M.D. 

















CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Combined Chemotherapy of Extrapulmonary Tu- 
berculosis with Special Consideration of Con- 
teben (Kombinierte Chemotherapie extrapulmo- 
naler Tuberkulosen unter besonderer Beruecksich- 
tigung des Conteben). Leo Ritrer and GEBHARD 
Proske. Langenbecks Arch. u. Deut. Zschr. Chir., 
1951, 269: 543. 

Loss of the supportive function of the affected 
bone and extensive destruction of articular surfaces 
require immobilization. However, the latter may 
be avoided to a great extent in selected cases of long 
standing. In early cases the duration of immobiliza- 
tion may be shortened by chemotherapy which has 
also limited the importance of climatic factors. 
Since the introduction of chemotherapy the danger 
of various surgical procedures, such as incision of 
caseous abscesses or empyemas, excision of glands, 
rib resection for obliteration of residual pleural 
cavities, or curettage of fistulous osseous lesions, 
has been eliminated. 

Extrapulmonary tuberculosis is treated by the 
authors with conteben. The dose is calculated not 
according to the body weight but to the concentra- 
tion in the blood. It is assumed that the total blood 
volume equals one-thirteenth of the body weight. 
Concentration in the blood is calculated according 
to the following formula: 


concentration in the blood = 


in other words, 
the daily dose=the desired blood concentration 
Xbody weight in gm. 
13 
should be ten times as great as the concentration 
which in vitro kills the micro-organisms. The aver- 
age dose of conteben is from 0.8 to 2.5 mgm. per 
kilogram of body weight. 

The tolerance of conteben is enhanced by the 
intravenous administration of copper preparations. 
The reactivation of lesions or dissemination of the 
process after the administration of conteben is some- 
times observed and may require the use of strepto- 
mycin or para-aminosalicylic acid. Toxic or allergic 
symptoms are rare. 

The following signs are considered favorable: rise 
or reappearance of the eosinophils, slight relative 
leucopenia, return of the elevated sedimentation 
rate to normal levels within from 1 to 3 months, 
hypercholesterinemia, pruritus, or slight neuralgic 
pains in the shoulders. 

Concurrent administration of conteben and para- 
ore acid is superior to the use of conteben 
alone. 

The authors treated 60 patients with extrapul- 
monary tuberculosis. The treatment of coxitis and 


13X gm. daily dose 
body weight in gm., 








The concentration in blood 
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spondylitis required from 1 to 2 years and that of 
tuberculosis of the knee, elbow, or wrist from 6 to 12 
months. Josepu K. Narat, M.D. 


Animal Experimentation Pertaining to Exchange 
Transfusion in Uremic Conditions (Tierexperi- 
mentelle Untersuchungen zur Frage der Austausch- 
transfusion bei uraemischen Zustaenden). WALTER 
Dornes, Hans Lurz, and Bernt SAcusse. Langen- 
becks Arch. u. Deut. Zschr. Chir., 1951, 269: 471. 


Toxic products retained in uremic conditions may 
be at least partially eliminated by (1) an artificial 
kidney which consists of cellophane tubes immersed 
in a solution which produces dialysis, (2) flushing the 
peritoneal cavity or the urinary bladder, or (3) so- 
called exchange transfusion between the uremic ani- 
mal and a normal animal of the same species. 

The authors produced uremia in heparinized dogs 
either by bilateral ligation of the ureters, or nephrec- 
tomy on one side and ligation of the other ureter. 

The control animals succumbed to uremia within 
3 or 4 days after the operation. A massive trans- 
fusion of from 2 to 3 liters of blood or repeated small- 
er transfusions prolonged the life of the animals. 
Clinical and histologic examination failed to disclose 
renal damage of the donors. 

In dogs which underwent a unilateral nephrectomy 
the remaining kidney was able to resume its func- 
tion after completegmechanical obstruction of 3 
days’ duration. The accumulated metabolic sub- 
stances were eliminated within 200 hours. 

The kidneys were able to resume their function 
after the release of ligatures applied to both ureters 
for 100 hours. The organism was detoxified within 
4 days. 

The effect of exchange transfusion was particu- 
larly pronounced during the stage of incipient renal 
function and could be demonstrated by a rapid 
decline of the nonprotein nitrogen contents of the 
blood. Josern K. Narat, M.D. 
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Influence of Normal Serum, Its Derivatives, and 
of ““‘Wound Healing Agents’? on Human Epi- 
dermis in Vitro. M. ALLGéOwer, C. M. Pomerat, 
and T. G. BLockER, Jr. Ann. Surg., 1952, 135: 923. 


Various normal human sera from many individuals 
showed marked activity in promoting epidermal 
outgrowth of human skin in vitro, although they 
varied in their effect on skin growth, to some extent. 
Skin samples from different individuals, tested in a 
given serum, showed marked differences in epi- 
dermal outgrowth. The varying individual capacity 
of skin for epidermal outgrowth is, thus, of clinical 
importance. 

Sera of dogs fed a fat-deficient diet, when com- 
pared with sera of dogs which received dietary fat, 
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showed that nutritional imbalances may lower the 
epidermal-outgrowth-promoting activity of the se- 
rum to a considerable extent. 

The outgrowth-promoting effect of serum appears 
to be due mainly to its complex colloidal constituents. 
This conclusion is based on experiments in which 
serum was subjected to ultrafiltration, inactivation 
at 56° C, boiling in a water bath, and dilution with 
various solutions. Not all plasma proteins, however, 
exert a promoting effect. Certain plasma fractions, 
as well as gamma globulin from uncitrated blood, 
showed no outgrowth-promoting activity in vitro. 

Blood cells fragmented by ultrasonic waves 
showed but slight capacity to activate epidermal 
outgrowth, while hemoglobin and sanguinin showed 
no outgrowth-promoting activity. 

D-pantothenyl alcohol (panthenol), chlorophyll 
“a” (chloresium), 1-ascorbic acid, and scarlet red 
had no appreciable outgrowth-promoting activity on 
human epidermal cells in vitro. 

SAMUEL Kaun, M.D. 


Influence of Rapid Warming on Frostbite in Ex- 
perimental Animals. Martin A. ENTIN and 
HaMILTON Baxter. Plastic & Reconstr. Surg., 
1952, 9: SII. 

Acute frostbite may be defined as the injury in- 
curred by exposure to severe cold capable of produc- 
ing actual freezing of tissue. The vascular changes 
following frostbite are more rapid in onset and more 
apparent than the direct injury to the cells, and, 
therefore, receive more attention. 

Frostbite is of varying degrees: (1) hyperemia, 
(2) hyperemia with vesicles, (3) second degree with 
loss of skin and (4) loss of skin and gangrene of the 
deep tissues. From the definition, it is apparent 
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that a determination of the degree of the injury 
cannot be made until the extent of the tissue loss 
becomes definite. This may require some time. 

The hind legs of rats were used for the production 
of standard cold injuries. The levels of temperature 
and the duration of the exposure were correlated 
with the actual temperature within the deeper tis- 
sues, as measured by thermocouples. In some experi- 
ments, the conditions of clinical frostbite were simu- 
lated by a period of general hypothermia, prior to 
acute freezing of the part. Such pretreatment re- 
sulted in a greater loss of limb than occurred in the 
controls. 

The extent of the edema did not have a direct 
bearing on the extent of injury, but persistence of 
edema, without apparent reduction within 48 hours, 
indicated a greater injury than if the edema began 
to subside. 

The extent of the gangrene was taken as the final 
criterion of the severity of the injury. 

Rapid thawing in a warm bath (35°C to 45°C) was 
most effective in reducing the loss of limb. Slow 
thawing at room temperature prolonged the period 
of cooling, and increased the circulatory embarass- 
ment. The delayed warming is, in reality, mild 
warming of already thawed tissue, and may be 
harmful. Exposure of a frost-bitten limb to tempera- 
tures higher than 50°C is detrimental, since higher 
temperatures impose additional injury. 

To be most effective, the thawing must be imme- 
diate, rapid, penetrating (warm bath or diathermy), 
and should not exceed the normal temperature of 
the part by more than a few degrees—not over 45° C. 
Rapid thawing is accompanied by pain. Measures 
must be taken, therefore, to make the pain endur- 
able by the use of sedation. Samuet Kaun, M.D. 








